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Phenobarbitone therapy without \ 
‘hangover’ effects sAscoric acid, 200mg. at 


phenobarbitone at night, espec- hangover effects is minimised if 
ially if for a prolonged period. Scorbital is prescribed instead )) 


( night or on waking has been found _}) 
( valuable in combating the hang- ) 
Scorbital is particularly useful over effect of barbiturates.” dl 
for patients who need to take ee ee 


The risk of an accumulation of of phenobarbitone. 


— 


BASIC N.H.S. PRICES: 
Bottle of 50- 3/6 
290 = 13/- 


Literature and specimen packings are available on request 
THE BRITISH DRUG HOUSES LTD. (Medical Department) LONDON N.! 
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Throughout the country 


FAILING LACTATION 


continues to be replaced by 


SUCCESSFUL BREASTFEEDING 


with the aid of — 


ACTAGOL, 


THE GALACTAGOGUE 
Samples are always available for clinical trial 
LACTAGOL LTD., 423, LONDON ROAD, MITCHAM, SURREY 


NATIVELLE’S DIGITALINE 


Successful Clinical Practice spreading over many years is proof of the trustworthiness of THE ORIGINAL 
PRODUCT. Standard works on cardiology and current medical literature contain numerous references to 
the unfailing reliability and constant activity of NATIVELLE’S DIGITALINE. Literature and samples 
will gladly be forwarded on request. 

‘upplied in the following forms: TABLETS (Pink) 0-1 mg. (1/600 gr.). TABLETS (White) 0-25 mg. (1/240 gr.). 
AMPOULES for intramuscular and intravenous injection 0-2 mg. (1/300 gr.). 


OUABAINE ARNAUD 


May be relied on for constant therapeutic effect whenever Strophanthus preparations are indicated. 
International Standard of Ouabaine kept in National Institute for Medical Research, London. 

Supplied in the following forms: TABLETS 2-5 mg. (1/24 gr.). AMPOULES 0-5 mg. (1/120 gr.) for intramuscular injection. 
AMPOULES 0-25 mg. (1/240 gr.) for intravenous injection. : 


Samples and literature on request. 
WILCOX JOZEAU & CoO., LTD. 
14-771, WHITE LION STREET, LONDON, N.1, and at 19, TEMPLE BAR, DUBLIN 
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Tablets containing piperazine adipate 300 mg. 
Brit. Pat. Appn. No. 29123/53 


A new treatment with rapid, 
effective action in 
threadworm infestation 


THE BRITISH DRUG HOUSES LTD. 


DOSAGE: Up to six years-1 tablet per day per 
year of life. Over six years of age-2 tablets 
three times a day. This daily dosage should 
be administered for seven days. 


Basic N.H.S. price: 


Bottles of 25 at 3/- and 100 at 10/-. 


(Medical Department) LONDON N.I 
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MARMITE 


yeast extract 


is a useful adjunct in 
certain special diets where 
the B vitamins are parti- 
cularly needed. 


In restricted diets, such as reducing and 
diabetic diets; some foods that supply the 
B vitamins are only allowed in limited 
quantities and another source of these 
vitamins must be introduced. 


Marmite yeast extract supplies 1.5 mg. per 
oz. of riboflavin and 16.5 mg. per oz. of 
nicotinic acid and also the less well-known 
B, factors. Its carbohydrate content is 
negligible and it is therefore of special 


value for inclusion in diabetic diets. 


and grocers 
Special terms for packs for hospitals, welfare centres and schools 
Literature on request 


The Marmite Food Extract Co., Ltd., 35 Seething Lane, London, E.C.3 


VAGINAL TABLETS 


Clinical trials have proved U-F-l, a non-toxic surgical 
prophylactic, to be of particular value in the treatment 
of leucorrhcea, monilial vaginitis and associated conditions. 
U-F-l Vaginal Tablets 
contain 15-5 grs. (Vg 

of U-F-l Powder. hey 
disintegrate easily and 
being soluble in vaginal 
secretions diffusion into 


* the fornices readily occurs. Bottles of 20, 100 and 500 tablets. 


U-F I 
ANTISEPTIC DUSTING POWDER 


Indications: Athlete’s Foot, Bed Sores, 
Nettle Rash, Chafing and Excessive 
Perspiration. 

An antiseptic powder which allays 
irritation particularly where sweating 
occurs on the flexor surfaces. 
Possesses powerful deodorant proper- 
ties and is valuable in the treatment of 
Athlete’s Foot and allied conditions. 


In Detailed literature on request. 


SOUTHON LABORATORIES LTD., LONDON, S.W.15 7 
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MAGSORBENT 


(brand of magnesium trisilicate B.P.) Powder and Tablets 


the original antacid with a pollow- through 
action which persists after the dose has been taken 


All the products of Kaylene (Chemicals) Limited are in Category 2 
or Category 4 in the Ministry of Health's Classified List, 
and are prescribable on Form E.C.10. 


Samples and literature on request. 


KAYLENE (CHEMICALS) LIMITED 


WATERLOO ROAD, LONDON, N.W.2 


AMFAC GLANULES 


(ANTI-MENORRHAGIC FACTOR) 


FOR FUNCTIONAL UTERINE HAEMORRHAGE 


Bottles of 25, 50 & 100 


Write for literature to :— 


_THE ARMOUR LABORATORIES 


{ARMOUR & COMPANT LTO.) 


HAMPDEN PARK, EASTBOURNE, SUSSEX 


Telephone ; Telegrams ; 
HAMPDEN PARK 740 ARMOLAB, EASTBOURNE 
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IF Biotone Tonic Elixir contains, in a pleasantly 
flavoured and palatable syrup, Vitamin B,, 
Sodium Hypophosphite and the Glycero- 
phosphates of Calcium and Strychnine. 
Biotone quickly restores normal appetite 
and is a useful reconstructive tonic. 


Prescribable on E.C.10. 


‘BIOTON E 
Tonic gue” 


Samples and literature sent on request 


BIOREX 


BIOREX LABORATORIES LIMITED 
Wholesale and Manufacturing Chemists 
47-51 EXMOUTH STREET, ROSEBERY AVENUE, LONDON, E,C.1 
Telephones ; TERminus 9494, 5216/8 


B U RS © 
Surgical Stockings 


Specify “Burson” for 
Two-Way Stretch 


* Uniform tension, easily adjustable 
* Strength at points of greatest strain 
* Lightness and coolness for comfort 

* Expert fashioning for exact fitting 
Burson Elastic Stockings aremade from the finest 
* Lastex’ yarn to give them a special two-way 
stretch. And the complete size range of Burson 
Hosiery ensures a perfect fitting in every case. 


Form 
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Removed 


THE EASIER WAY 


The removal of wax from the external auditory 
meatus can now be greatly simplified—by the use 
of Cerumol Ear Drops. Cerumol dissolves soft 
cerumen, disimpacts the hard wax plug, and a 
simple wiping or washing out is sufficient to 
remove debris. Cerumol is not injurious to the 
lining of the external auditory meatus or to the 
tympanic membrane. 

Anti-bacterial, safe and efficient, Cerumol is 
an accepted product for use in a large number of 
hospitals and general practices throughout the 
country. It is included in Category No. 4 of the 
Classified List of Proprietary Preparations issued 
by the Ministry of Health, and may therefore be 
prescribed on N.H.S. form E.C.10. 


PACKS. For Surgery Use: 10 c.c. vial separate dropper included 
Basic N.H.S. price 2/8d.). 


For Hospital Use: 2 oz. and 10 oz. bottles. 


CERUMOL 


Regd TRADE MARK 


EAR DROPS 
For the removal of Wax 


Active Constituents per 100 c.c. 


e-dichlorobenzene B. c. 
Benzocaine B.P. - - - 2 gm. 
Chiorbutol - - - - 5 gm. 
Ol. Terebinth B.P. 


Samples of Cerumol will gladly be sent to members of the medical 
profession, on application to the distributors : 


TAMPAX LIMITED 


MEDICAL DEPARTMENT, 110 JERMYN STREET, LONDON, S.W.1 
TELEPHONE: WHitehall 8696 


A PRODUCT OF THE LABORATORIES FOR APPLIED BIOLOGY LTD., LONDON, N.16 


EAR Wax 


Tue Lancer] THE LANCET GENERAL ADVERTISER [Sepr. 18, 1954 


FOR MILD FORMS OF PAIN. 


“Aspirin and phenacetin are effective and useful, and a sedative effect is obtainable if a barbiturate K 
is combined with them... The repesation of codeine pharmacplegically useful is at 
present waning, for the analgesic effect of the compound tablet of codeine B.P. is probably due ( 
more to its content of aspirin and phenacetin than to the ¢ gr. (8 mg.) of codeine present. It is a )) 
weak analgesic even when given in full doses.” (Brit.Med.J. 1952 (Oct. 2sth) ii, p.928) 


Tercin combines aspirin and phen- = have hitherto been prescribed. i 


acetin with a barbiturate. It is ‘The basic N.H.S. price is 4/10 ) 
intended for the relief of all those per bottle of 200. | ‘ 


mild forms of pain for whichTablets pas tablet of Tercin contains aspirin 5 grains, 
of Aspirin, Phenacetin and Codeine phenacetin 3 grains and butobarbitone } grain. ) } 
DOSAGE: One or two tablets as required. A total dose of } 


SS = 


—— 


SS 


eight tablets daily should generally not be exceeded. ) 
(( Literature and samples are available on request to the Medical Department ) 
( THE BRITISH DRUG HOUSES LTD. LONDON N.I ) 


Insufflations 


Crystalline Vitamin 
in a specially prepared 
snuff base for 


administration by 


insufflation pernicious anemia patients in relapse have been adequately 
nasal insufflation treated by inhalation crystalline B,,’’. (1) . es 


ne “an effective form of treatment, the doses required are of the 
same order as those given by the intramuscular route’. (2) 
(1) Amer: ]. Med, Sei, 1953, 225, 113+ 


(2) Lancet, 1954, 6807, 341. 
Literature and samples on request. 


PAINES & BYRNE LTD., PABYRN LABORATORIES, GREENFORD, ENGLAND 
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Alpha tocopherol (Vitamin E) for 
CARDIOVASCULAR-RENAL DISEASES 


The natural vitamin E avail- The VITA-E Gelucap (75 i.u.) heads 
able only since 1948 must the list of brands approved by the 
not be confused with the wheat germ oil Vitamin E Society and is that recom- 
in use before that date with its limitations mended by the Shute Foundation for 
as to potency and stability. Medical Research and used with such 
conspicuous success at the Shute 
Institute. 

LITERATURE ON REQUEST 


The natural vitamin E of today com- 
prises a concentrate distilled from the 


bean, etc. 
oils of cottonseed, palm, soya e Sole Manufacturers : 


The standard laid down by the League | THEBIOGLAN LABORATORIES LTD. 
of Nations is that 1 international unit HERTFORD, HERTS, ENGLAND. © 


= 1 mgm. of d.l. alpha tocopheryl acetate. Specialists in Hormones and Vitamins 


Especially designed for CHILDREN 


Paediatric 
FOR ORAL SUSPENSION 


THE SAFE SELECTIVE Particularly effective a 


DE-RANGE ANTIBIOTIC nee 
wr " Causes no alteration in normal blood picture. 
Fr OR CHILDREN Dose }-teaspoonful per stone body-weight every 6 hours. 


gainst Staphylococci, Strep- 


Silty The Originator of Erythromycin 

TRADE MARK 

ELI LILLY & COMPANY LIMITED +. BASINGSTOKE ~+ HANTS 
6 


Tus Lancer} 
= 
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A new adjuvant in the treatment of 
respiratory disorders 


Messrs. Lloyd-Hamol Limited, of London and Zurich, 
announce the launching in this country of Thoracin, a 
new decongestive salve for the symptomatic relief of 
coughs, colds and respiratory disorders. 


The Thoracin formula is based on the same 
principles that have made Transvasin so suc- 
cessful in the treatment of rheumatic con- 
ditions. 
PThoracin is composed of esters of substituted 
hydroxy aromatic derivatives. 
PThoracin achieves the effect of the classic 
counter-irritant remedies—poultices, plasters 
and cupping — without irritation of the skin. 
PThoracin contains a new ester of Guaiacol 
that is entirely free from the evil smell and 
irritant effect associated with this phenol 
derivative in its pure form. This ester easily 
penetrates the skin, and is excreted in the al- 
veoli, where it exerts its well-known action. 
>Thoracin ensures vasodilation of the super- 
ficial skin vessels by the use of esters of nico- 
tinic acid. 
>Thoracin relieves reflex spasm of the pectoral 
muscles by the use of the tetrahydrofurfuryl- 
_ ester of salicylic acid. 
>Thoracin brings to the alveoli via the blood 
stream the sedative, antispasmodic, and expec- THORACIN is available in 1 oz tubes at 4/-. Since 


tocant pronation of hor and eucalyptus. a very small quantity is sufficient for each application, the 
cost of treatment is extremely low. 


FORMULA: 

Phenyl! Ethyl Nicotinate 2.0%w/w 

Guaiacol Furoate 5.0°%w/w T H O RAC | N 
Tetrahydrofurfury! Salicylate 10.0%w/w 

Camphor 3.0% w/w MADE BY THE MANUFACTURERS OF TRANSVASIN 
Eucalyptol 2.0%w/w 

Water-Miscible Base to 100.0% 


LLOYD-HAMOL LIMITED, Il WATERLOO PLACE, 
LONDON, 8.W.1, AND AT ZURICH 


| 
7 


Tue Lancer] THE LANCET GENERAL ADVERTISER (Sept. 18, 1954 


Prompt Effect Prolonged Action 


Low surface 
tension—readily 
absorbed 
by the mucosa. 


The 

ideal 
nasal 
decongestant 


Fenox does not inter- 
fere with ciliary 
action and there is 
no danger of lipoid 
pneumonia. 


Fenox is 
pH-adjusted and 
isotonic with the 

nasal secretion. 


The prompt, sustained 
effect of Fenox gives 
prolonged relief 
with small dosage. 


Fenox has 
the same viscosity as 
mucus and remains 
at the site of action. 


Non-Irritant ‘Non- Toxic 


Free from 
undesirable side 


effects—suitable for 
children and adults. 


NASAL 
AES 


For the treatment of 
catarrhal conditions 


FENOX, the only preparation containing phenylephrine 
~ hydrochloride and naphazoline nitrate, marks an advance 

in the local treatment of catarrhal conditions of the nasal 

passages and accessory sinuses. It exhibits all the 

properties of the ideal nasal decongestant. 

FENOX is supplied in } fl. oz. dropper bottles—Retail Price 

2/6d, subject to usual discounts. 


NASAL DROPS 


ety 
AWS 


SS 


Literature and “ Patients’ Directions ” pads 
are available from the Medical Department, 
Boots Pure Drug Co. Ltd. Nottingham. 


Ws 
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What can you 
do for my 
Rheumatism. 
Doctor? 


What a difficult question this is 

to answer — particularly when 

put by an elderly patient. As an 
immediate resort, however, you 
can readily relieve the painful 
symptoms by prescribing Berex. 
Being a combination of salicylate 
and succinate, Berex enables a 
massive dosage of salicylate to be 
administered without lowering the 
prothrombin level, with less gastric 
disturbance and with the encouragement i 
of tissue respiration. 


SUMMARY OF FINDINGS OF A STUDY ON 
SUCCINATE-SALICYLATE THERAPY * 


BEREX 


SUCCINATE-SALICYLATE THERAPY 
for the relief of symptoms 
associated with all 
rheumatic disorders 


A succinate-salicylate combination has 
. been found superior to acetylsalicylic 
acid in rheumatic states both on grounds 
of therapeutic efficacy and lower toxicity. 
Adequate amounts of the former could 
be administered with more lasting effect 
and with fewer and milder side effects. 
Furthermore, succinate-salicylate affects 
the disease process itself, as well as re- 
lieving painful symptoms and does not 


FORMULA: 
Calcium Succinate 2.8 Gr. 
Acetylsalicylic Acid 3.7 Gr. 


abnormally increase prothrombin time * 
even after prolonged dosage. A professional sample 
will be gladly sent on request 
* (January, 1954) Delaware State Medical 
Journal, 26, 22. * 
: BEREX PHARMACEUTICAL CO. 
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revolution 


The introduction of ‘Dextraven’ has 
made available for the first time a 
dextran solution with controlled optimal 
molecular content which has been referred 

to as “‘ narrow fraction dextran.” It pro- 
duces rapid elevation and prolonged 
maintenance of blood volume and normally 
ensures that over 50°% of the dextran adminis- 
tered remains in the circulation after 24 hours 
—a longer period than has been possible 
with any previous blood volume restorer. 
“‘Dextraven’ is the preparation of choice for 
the restoration of blood volume. The 
British Encyclopedia of Medical Practice 
(Medical Progress, 1952) states—‘* There 
is little doubt that the narrow fraction 
dextran will revolutionise supportive 
therapy and may be regarded as one of 

the major advances of the year.”’— 


Truly a bloodless revolution. 


Developed by research «i 


Benger Laboratories 


BENGER LABORATORIES LIMITED - HOLMES CHAPEL - CHESHIRE - ENGLAND 
10 
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TOLSERA 


MEPHENESIN CARBAMATE 


The new SQUIBB product 

for the treatment of- 
*MUSGLE SPASM (including fibrositis) : 
*CERTAIN NEUROLOGICAL DISORDERS 


The results of extensive clinical trials conducted in the . 
United Kingdom indicate that TOLSERAM has a 
markedly greater activity than mephenesin, as demonstrated 
in the treatment of spastic and hyperkinetic conditions, 
Literature gladly sent on request. 


SQUIBB 


E. R. SQUIBB & SONS, 17-18 OLD 3OND STREET, LONDON, W.|1 Tel. HYDE PARK 1733 
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{ntroducing 


The formulation of 
Chioromycetin Ear Drops allows 
full use to be made of 
this established antibiotic’s 
remarkably wide range of 
bactericidal activity. Chloromycetin 
Ear Drops are advocated in the 


C K LO R 0 M Y C E T l N treatment of chronic otorrheea, 


eardrops 


suppurative otitis media 
and infections of 
fenestration and mastoid 
operation cavities. 


REFERENCES : 


in the treatment of 


“Treatment of Chronic 
EAR l N F ECTI ONS _ Otorrhoea and Chloromycetin” 
Brit. Med. J., 2:939, 1951 
**Local Application 
of Chloramphenicol’’ 
Lancet, 2:268, 1951 


CHLOROMYCETIN EAR DROPS (Chioromycetin Topical, 10°.) 
(chloramphenicol B.P. 10 per cent in propylene glycol) 

supplied in 5 c.c. vials, and bottles of 100 c.c. 

with dropper 


Parke, Davis ‘Pp: 
COMPANY, LIMITED —Inc..us.a. * 


HOUNSLOW, MIDDLESEX 
Telephone: Hounslow 236! 
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The word “ antibiotic” was first used 
in 1889. Vuillemin, introducing it, said: 
“The conception is so simple that no one has 
ever thought of giving it a name’’. Since then, 
antibiotics have been produced from fungi, lichens, 
< algae and bacteria. An outstanding member of 
: ~ the bacterial group is tyrothricin, which forms the 

ge basis of TYROSOLVEN antibiotic lozenges. It 

; is effective against a wide spectrum 
activE 2) : of oral bacteria, and relieves superficial 


CONSTITUENTS; 


Tyrothricin 1 mg., benzo- { mouth and throat infections. 
caine 5 mg. > 


PACKING: 
Packs of 20 lozenges. 
and dispensing pack 
of 250 not subject to 


3 


Tyrosolven 


No Warner preparation has ever been — o 


advertised to the public. 


WILLIAM R. WARNER & Co. Ltd., 
Power Road, London, W.4. 
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— CHEMOTHERAPY OF TUBERCULOSIS ~~ 


The concurrent use of PAS salts 
is now fully recognized as a major therapeutic measure 


against all forms of tuberculosis. 


Aminacyl PAs Salts\_ 


‘Aminacyl’ PAS products, with the exception of the 
Granulate (Ca PAS only), are available as either Sodium 
PAS B.P. or as the Calcium Salt. 


They include whatever commonly used forms may be 


prescribed in terms of physicians’ choice and patients’ 
preference— 


PACKS: Cachets 1.5 100’s_ 500’s 
2.0g 80’s 400’s 
Dragées 0.5 g (plain)... 250’s 1,000's 


0.75 g. (enteric-coated) ....250’s 1,000’s 
Bulk Powder .............................. lkg. Skg. 


Granulate (Ca PAS)........400g. 2,000 g. 


This new modification of PAS has the advantage of providing 
therapeutic effect comparable with that of Na and Ca PAS, 
but with smaller dosage. Furthermore, it is completely non- 
toxic, and is almost completely tasteless. 


PACKS: ‘Aminacyl’ Ca B-PAS Powder: Tins of 150 and 500 
envelopes each 3.5 g. 


‘Aminacyl’ Ca B-PAS Cachets: Tins of 80 and 400 x 1 g. 


‘Aminacyl’ Sodium B-PAS Cachets are also available in 
tins of 80 and 400 x 1.5 g. 


combined PAS/ INAH Cachets 


for convenient prescription of PAS and Isoniazid concurrently 


‘PASINAH’ Cachets each contain 1.5 g. Na PAS (Sodium 
p-Aminosalicylate B.P.) and 17 mg. Isonicotinic Hydrazide. 


PACKS; Standard Tins of 100 and 500. Details of institutional 
quantities on request. 


Further information from the Medical Dept. 


ie A. WANDER LIMITED 


42 Upper Grosvenor St., London W.1. Phone: GROsvenor 331. 


CANADA: A. Wander Ltd., Peterborough, Ontario. AUSTRALIA: A. Wander Ltd., Devonport, Tasmania. 
NEW ZEALAND: A Wander Ltd., Christchurch. INDIA: Grahams Tradin 33: (India) Ltd., 16 Bank Street, 
Bombay. PAKISTAN: Grahams banat? 7: (Pakistan) Ltd., P.O, Box Karachi. CEYLON: A. Baur 


& Co. Ltd., Colombo. 
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Widely indicated in the 
treatment of circulatory disorders 


@ INCREASED CARDIAC OUTPUT MAINTAINS MEAN ARTERIAL 
_ PRESSURE. 


@ DIRECT ACTION ON THE MUSCULATURE OF THE BLOOD VESSELS. 


DILATAL+* is safe and rapidly effective by oral and parenteral 
administration. Available in tablets (2.5 mg. in containers of 
100 and 500) and ampoules (5 mg. in 1 ml.—in boxes of 12). 


* hydrochloride 


SMITH & NEPHEW LTD., 


WELWYN GARDEN CITY, HERTS., 
the marketing organisation of Herts Pharmaceuticals Lid., 
the manufacturers and owners of the trade mark DILATAL. 


*M 15 


= 
| 
3 


THE LANCET GENERAL ADVERTISER (Serr. 18, 1954 


Extended range ot A.B. Insulins 


Whether the individual requirements of the diabetic 
patient call for prompt action or prolonged effect, 
confident control of carbohydrate metabolism can be 
achieved with one of the extended range of A.B. Insulins. 


INSULIN A.B. The original unmodified type. Immediately effective 


but acting for a relatively short time. 
5 and 10 c.c. vials (20, 40 and 80 units per c.c.) 


GLOBIN INSULIN (with zinc) A.B. A combination of insulin and 


globin which has a slower and more prolonged action than 
Insulin A.B. 


5 c.c. vials (40 and 80 units per c.c.) 


PROTAMINE ZINC INSULIN A.B. A suspension of insulin pre- 


1.Z.S. 


cipitated by protamine which is absorbed slowly, thus delaying 
the initial action and prolonging the effect for 12 hours 
and upwards. 


5 c.c. vials (40 and 80 units per c.c.) 
10 c.c. vials (40 units per c.c.) 


INSULIN ZINC SUSPENSION A.B. 
10 c.c. vials (40 and 80 units per c.c.) 
Duration of action—24 hours. 


INSULIN ZINC SUSPENSION (Amorphous) A.B. 
10 c.c. vials (40 and 80 units per c.c.) 
Duration of action—about 12 hours. 


INSULIN ZINC SUSPENSION (Crystalline) A.B. 
10 c.c. vials (40 and 80 units per c.c.) 
Duration of action—up to 36 hours. 


A.B.Insulins 


Joint Licensees and Manufacturers 


ALLEN & HANBURYS LTD -: THE BRITISH DRUG HOUSES LTD 


LONDON E.2 


LONDON N.1 
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(PHENYLETHYLACETIC ACID - 8B - DIETHYLAMINOETHYLESTER CITRATE) / 


Antispasmodic-Sedative , 


Autonomic Nervous System Disorders / 


*Convenil’-Hommel is an entirely 
new preparation, synthesized in the 
Swiss Laboratories of Hommel, which 
provides a highly effective antispas- 
modic action with excellent toler- 
ability and freedom from side-effects. 


*Convenil’ is put up in convenient 


dragees, each containing 150 mg. of 


the new active agent. It thus obviates 
the induction of the hypnotic effects 
of the common antispasmodics, since 
it is a single-drug prescription and 
does not depend upon any barbiturate 
content for its efficacy. 


7 


Clinical experiences of ‘Convenil’ 
prove its value in unblocking spasm 
in a wide variety of autonomic lesions 
including spastic functional disorder 
of the gastro-intestinal tract. In 
addition, ‘Convenil’ corrects peri- 
pheral vagosympathetic disturbance 
thiis increasing the effect of soporifics. 
It is therefore a ‘barbiturate saver’. 

Investigations also show that ‘Con- 
venil’ is useful in the management of 
postoperative spastic phenomena, 
neuroses and in the neurological side- 
effects of Isoniazid in tuberculosis. 


INDICATIONS These include: gastro-intestinal neuroses, spastic constipation, 
menstrual and menopausal disturbance, autonomic dysfunction 
generally, chronic alcoholism, nervous tension and irritability, 
cardiac dystonia, travel sensitivity, neurological side-effects of 


INAH therapy. 


DOSAGE ADULTS: average 1 dragee two to four times daily ; in special 
cases to 6 dragees daily. 
CHILDREN: 1 dragee one to three times daily. 


\, PACKINGS Dragees 20’s and 250’s (dispensing). 
Ne Samples and literature on request 
“XN 
HOMMEL, 121 NORWOOD ROAD, LONDON S.E.24. 
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Butazolidin 


Regd. 


In view of the increasing usage of Butazolidin it is 
considered once again necessary to draw the attention 
of doctors to the known contra-indications to the drug. 
These are :— 

Cardiac damage 

@ Hypertension 

@ Renal damage 

@ Hepatic damage 

@ History of dyspepsia or peptic ulceration 
@ Drug allergy 


@ History of blood dyscrasia 


Full literature on request. 


Al PHARMACEUTICAL LABORATORIES GEIGY LTD. 
Fly Rhodes, Middleton, MANCHESTER. 


PH.65 
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STERILON 


BRAND 


*STERILON CATGUT 
has the NEW SEMI-MATT FINISH 


to MINIMISE KNOT-SLIP. 


*STERILON CATGUT 
IS UNAFFECTED BY AGE OR CLIMATE. 


ALLEN & HANBURYS LTD LONDON E2 
Makers of Quality Instruments 
SHOWROOMS: 48 WIGMORE STREET LONDON W1 
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Of all the broad-spectrum antibiotics . . . 


. . to be introduced 


. « in low dosage 


y . In variety of therapeutic forms 


aureomyucin 
chliortetrecycline 


for potency + safety * economy 


Aureomycin is the original and true low-dosage broad-spectrum antibiotic 
which is universally recognised by leading authorities for its effectiveness and 
wide range of action. It combines potency with safety and economy, 

and has been acclaimed the antibiotic of choice in a vast array of infections 
of bacterial, rickettsial, large viral and unknown aetiology. 


It is available in the following forms :— 


Capsules Ointment Soluble Tablets 

Dental Cones Ophthalmic SPERSOIDS* 

Dental Paste Ointment Dispersible Powder 

Intravenous Ophthalmic Troches 

Nasal Otic Vaginal Powder 
LOoGK TO 

Detailed literature on request *Trade mark 


Lite) LEDERLE LABORATORIES DIVISION 


FOR LEADERSHIP Cyanamid Products Lid. 


BUSH HOUSE * ALDWYCH - LONDON, W.C.2 * TEMPLE BAR 5411 
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PENICILLIN 
NONAD 


TULLE 


applied in a matter-of seconds 


The application of Penicillin Nonad Tulle to infected 
burns and wounds provides bacteriostatic concentration of 
the antibiotic in contact with the infected area, and permits 
free drainage of pus and exudate. * 

Penicillin Nonad Tulle is a wide mesh gauze impregnated 
with penicillin contained in base that prevents the gauze from 
adhering to granulating tissue. 

Penicillin Nonad Tulle is available in a range of sizes 
suitable for application to wounds, burns, varicose ulcers, 
indolent ulcers, and whitlows. Applied to clean stitched 
wounds and skin grafts it prevents exogenous infection. 


PENICILLIN NONAD TULLE 


ALLEN & HANBURYS 


TELEPHONE BISHOPSGATE 320! (20LINFS) 


LTD LONDON 


TELEGRAMS. “GREENBURYS BETH LONDON” 
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Nulacin 


RESTING 4 


twit 


2k 24 2% 


Superimposed gruel fractional test-meal curves 
of five cases of duodenal ulcer. 


Analysis 


Same patients as in Fig. 1, two days later, 
showing the striking neutralizing effect of 
sucking Nulacin tablets (3 an hour). Note the 
return of acidity when Nulacin is discontinued. 


NULACIN is available from Horlicks in 
U.K. « U.S.A. . CANADA (as Nulactin) 
AUSTRALIA - NEW ZEALAND - CEYLON 

MALAYA . INDIA 

and is also distributed in most other 

countries. 


MILK-ALKALI DRIP THERAPY WITHOUT 
INCONVENIENCE OR DISCOMFORT 


|S ere FORE, a continuous state of maintained gastric anacidity has been 
possible only with hospitalization and discomfort to the patient. 
Now, NuLacin will give your patients the relief and comfort of intre-gastric 


milk-alkali drip therapy without hospitalization, and whether they are at home 
or at work. 


INDICATIONS 


Nu act tablets are indicated whenever neutralization of the gastric contents is 
required :—in active and quiescent peptic ulcer, gastritis, gastric hyperacidity. 

Beginning half-an-hour after food, a NULACIN tablet should be placed in the 
mouth and allowed to dissolve slowly. During the stage of ulcer activity, up to 
three tablets an hour may be required. For follow-up treatment, the suggested 
dosage is one or two tablets between meals. 

NULACIN tablets are not advertised to the public and have no B.P. equivalent. 
May be prescribed on E.C.10. The dispensing pack of 25 tablets is free of Purchase 
Tax. (Price to pharmacists is 2/-.) Also available in tubes of 12. 

NULACIN tablets are prepared from whole milk combined with dextrins and 
maltose, and incorporate Magnesium Trisilicate 3.5 grs.; Magnesium Oxide 2.0 grs. ; 
Calcium Carbonate 2.0 grs.; Magnesium Carbonate 0.5 grs.; Ol. Menth. Pip.q.s. 


BIBLIOGRAPHY: 


The Control of Gastric Acidity, 26th July, 1952, 
Brit. Med. J., 180-182 

Medical Treatment of Peptic Ulcer, 27th 
February, 1952, Med. Press, 195-199 


The Effect on Gastric Acidity of “Nulacin” 


Tablets, 28th November, 1953, Med. J. Aust., 
823-824 


Control of Gastric Acidity by a New Way of 
Antacid Administration, (1953), J. Lab. Clin. 
Med. 42:955 

Further Studies on the Reduction of Gastric Acid- 
ity, 23rd January, 1954, Brit. Med. J., 183-184 


HORLICKS LIMITED 
Pharmaceutical Division, SLOUGH, BUCKS. 
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Clearing the Channel 


An action firm but gentle, prompt but lasting—that is the requirement when 
clearing nasal congestion. ‘Vasylox’, a new vasoconstrictor, meets this need. 
‘Vasylox’ sestores free breathing without causing central stimulation, sleep- 
lessness, or interference with ciliary motility. Neither irritating nor stinging, 
it may be used for patients of any age, even for infants. ‘ Vasylox’, which 
contains 0-25 per cent of methoxamine hydrochloride, is issued in 1/2 oz. 
bottles with separate dropper. 


Ae) FOR NASAL CONGESTION 


SOLUTION OF METHOXAMINE HYDROCHLORIDE 


BURROUGHS WELLCOME & tHe weticome FOUNDATION LTD.) LONDON 
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6 Gypsona bandages 
are needed for 


this LEG CAST 


GYPSONA IS RECOGNISED as the mosteconomical _—_ under the sole. The cast was completed with 
plaster of Paris bandage on account of its the third 6” bandage encircling the top of the 
exceptionally high plaster content. Moreover, cast and the three 4” bandages around the 
every bandage is uniform and it is possible to _calf, ankle and foot. 

determine beforehand how many are required 

for a particular cast. 


This leg cast was constructed with three G 
6” x 3 yds. and three 4” x 3 yds. Gypsona y p S O n a 


bandages. Two 6” bandages were made into a TRAE HARE 


slab and laid down the back of the leg and PLASTER OF PARIS BANDAGES 


MADE IN ENGLAND BY T. J. SMITH & NEPHEW LIMITED, HULL 
for their marketing organisation SMITH & NEPHEW LTD * WELWYN GARDEN CITY * HERTS 
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VIRULENCE IN ANIMAL VIRUSES * 


Sir MacFaRLANE BURNET 
M.D. Melb., Sc.D. Camb., Ph.D. Lond., F.R.C.P., 
F.R.A.C.P., F.R.S. 
DIRECTOR OF WALTER AND ELIZA HALL INSTITUTE OF MEDICAL 


RESEARCH ; PROFESSOR OF EXPERIMENTAL MEDICINE IN THE 
UNIVERSITY OF MELBOURNE, AUSTRALIA 


THE two words virus and virulence come from the 
same Latin source which according to the Oxford Dic- 
tionary originally meant. a viscous poisonous fluid. For 
both words the root has acquired new shades of meaning, 
but it is still true to say that in the last analysis the 
only thing of human significance about a virus is its 
virulence—its capacity to produce lesions, symptoms, 
and death. I am concerned here with an attempt to 
bring some new significance into the term virulence—as 
a result of recent experimental work with influenza 
viruses. In particular, I shall be describing results 
obtained in recombination experiments using strains of 
widely differing virulence. It will be desirable to begin, 
therefore, by saying something about the way in which 
the virulence of a virus can be measured and then by 
describing the general technique of recombination 
experiments. 


The virulence of any given strain of virus must always ; 


be relative to the host species concerned. It is a 
commonplace that a virus may have an extreme virulence 
for one host and none whatever for another. Myxoma- 
tosis virus kills 99-5% of rabbits receiving an infective 
dose—a million times the amount produces no effect in 
a guineapig. In general, to define virulence we must 
first specify the host and the method of inoculation 
adopted, next we must specify the lesion or other 
criterion used to measure the effect. In general, death 
will be the end-point, but often the occurrence and 
extent of some non-fatal lesion—e.g. lung consolidation 
in mice—will be used. The third and most difficult 
requirement is that the dose inoculated must be 
known. 

Ideally, we should titrate virulence by the amount of 
virus, measured either in microgrammes or number of 
particles, needed to produce a standard amount of damage 
in the inoculated animal. In work with most types of 
virus we usually measure the amount by infectivity 
titrations, which themselves are dependent on the 
virulence of the virus for the test species, so that the 
ideal approach is impossible. Particle-counting methods 
by electron microscopy are too difficult for normal types 
of experiment, and in practice it is only for those viruses 
which actively agglutinate red cells that we have a 
convenient and relatively accurate method of estimating 
the concentration of virus particles. With the influenza 
virus, therefore, we are on much firmer ground for the 
experimental study of virulence than with any of the 
other’commonly studied types of virus. This is only 
one of the reasons why this lecture, which is nominally 
concerned with virulence as a quality of viruses in 
general, will, in fact, be limited very largely to a 
discussion of virulence amongst influenza viruses. 

In every laboratory in which a species of virus is 
being studied in more than one host, differences of 
virulence between virus strains will have been observed 
and studied. Nowadays influenza virus strains are 
maintained and manipulated in the allantoic cavity in a 
fashion so like test-tube culture that we can almost 
regard the chick embryo as a neutral medium, serving 
only for the multiplication of the virus. Yet amongst 
allantoic-fluid viruses so obtained we may have extreme 


* The fifth Ciba Foundation lecture, given in London on 
May 11, 1954. 
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differences in virulence for the mouse lung, for the 
chorioallantois, or for the mouse brain. 

At the practical level there is no doubt whatever 
about the importance of differences in virulence. In 
this lecture I shall speak more about influenza virus 
than about any other, and I shall speak mainly as if it 
were no more than a laboratory favourite, a theme for 
investigation like the rat’s liver, the fruit-fly, or para- 
moecium. But the influenza virus less than forty years 
ago killed more human beings than any single epidemic 
since the Black Death of the 14th century. We shall 
probably never know with certainty the character of the 
viruses responsible, but circumstantial evidence points 
indisputably towards a variant or series of variants of 
influenza-A virus differing from current strains only in 
their exaggerated virulence. Major epidemics of virus 
disease will always be determined by a complex of 
circumstances, but one of these is almost invariably an 
exacerbation of virulence beyond the normal level. 
I suspect that the viruses responsible for the English 
Sweats of the 16th century and for encephalitis lethargica 
of the 1920s are still extant but in a form too insignificant 
to be recognised in the absence of the virulence that 
characterised their transient emergence into medical 
history. ig 

In Australia we have at present on our hands a unique 
and faintly sinister campaign to destroy our major pest, 
the European rabbit, with a lethal virus disease, 
myxomatosis. After two years’ very effective action 
—action that probably added £50 million to Australia’s 
national income—the virus in many places is now of 
lower virulence and is immunising some of the rabbits 
instead of killing them. Here we have a problem in 
the evolution of virulence that has an extreme fascina- 
tion to the experimentally minded epidemiologist. In 
addition, of course, there is the added incentive at the 
practical level that success in maintaining the lethality 
of the virus indefinitely might double the capacity of 
Australia to produce food and wool. 

In quite another field, the control of yellow fever in 
areas where it is spread. by jungle mosquitoes depends 
almost wholly on immunisation of the population with 
a living yellow-fever virus that by appropriate manipula- 
tion has lost all but a shadow of its former virulence. 


Laboratory Studies of Virulence in Influenza Virus 
Strains 


The experimental studies on virulence with which we 
have been concerned in Melbourne have all made use of 
influenza virus strains. Our first work on the theme of 
recombination dealt with the transfer of neuropatho- 
genicity from the neurotropic variant NWS to other 
influenza-A strains. I shall make some reference to this 
work later on, but most of the discussion will be con- 
cerned with the development of virulence for the mouse 
lung and with the genetic character of the difference 
between highly virulent and non-virulent strains, 

The advantages of this system have already been 
suggested. They are: 


(1) It is easy to obtain substrains at any desired level of 
virulence by appropriate intranasal passage in mice. 

(2) All manipulations such as isolation of pure clones and 
recombination experiments can be carried out in the neutral 
environment of the allantoic cavity. 

(3) The actual amount of virus concerned can be titrated 
by hemagglutination or (with slight qualification) by infectivity 
titration in chick embryos irrespective of its degree of virulence 
for the mouse lung. 


When an influenza virus has been isolated by amniotic 
inoculation and adapted to grow freely in the allantoic 
cavity it normally possesses no virulence for the mouse. 
Inoculation of undiluted allantoic-fluid virus will often 
produce ‘ toxic”’ lesions and consolidation, but if we 
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Fig. |~—To show development of virulence on mouse passage of strain 
CAM. Points indi the t of virus in terms of haemag- 
glutinin doses (A.D.) needed to give the end-point of consolidation 
(approximately half the surface area of the lung). 


take a more reasonable but still large dose corresponding 
to 10 or 20 hemagglutinin units no trace of consolidation 
is seen. The virus, however, multiplies and if two days 
after inoculation the bronchial tree is washed out with 
saline, a moderate titre of virus will be found to be 
present. If we pass from mouse to mouse, using as 
inoculum bronchial washings from the previous passage, 
lung lesions begin to appear about the 8th passage. 
About the same time, bronchial washings reach sufficient 
titre to show hemagglutination, and from this point 
onwards we dilute the inoculum to the level of 1 hem- 
agglutinating dose (1 A.p.). With further passage there 
is a rapid increase in virulence and by the 20th passage 
in the case of the strain CAM which gave the results 
shown in fig. 1, 0-001 a.p. produced consolidation of 
about half the visible surface of the lungs. Mice given 
1 a.p, always died within five days. 

If then we compare the standard allantoic-passage 
virus with the 20th mouse-passage strain (M.P.) using 
both in the form of infected allantoic fluid, we find that 
the only difference of any significance between them is 
in their virulence for the mouse lung. Both give about 
the same H.A. titre on growth in the allantoic cavity, 
and the m.p. strain has developed no increased virulence 
for the chick embryo. While the original gives no lesions 
in the mouse lu. zg, after inoculation at 10 a.p. the mouse- 
adapted strain will kill regularly at 1/10 of an a.p. 
and usually at 1/100. Clearly the situation provides 
valuable material for an analysis of the nature of 
virulence. 

Virulence is a genetically determined function. If we 
take the 20th passage M.P. strain and titrate it in chick 
embryos we shall obtain a limiting dilution where only 
some of the eggs inoculated are infected. One of these 
limiting dilution (L.p.) fluids is then titrated again 
and the second L.D. passage used for test of virulence 
in mice. It retains full virulence, killing all mice 
receiving the standard 1 A.D. inoculation in four to five 
days. 

If virulence is an inheritable quality it is obvious 
that genetic methods will be needed for its adequate 
investigation, and it is with the application of such 
methods that I wish to deal here. 

Microbial genetics has become a flourishing science in 
the last decade, and for both bacteria and bacterial 
viruses hybridisation or equivalent techniques have been 
developed. In both fields only certain particularly 
suitable types of organism have been used, but there is 
no reason to doubt that the findings with these are 
potentially applicable over a much wider range. 


possibilities of applying similar methods to the influenza 
viruses. In my laboratory we are quite convinced that 
genetic interaction normally occurs whenever two related 
but differentiable virus particles infect a single host cell, 
and that in the de-embryonated-egg technique we have 
avery convenient method for controlling the circumstances 
of such interactions. 

In many ways the development of virulence for a 
new host by an influenza virus is analogous to the develop- 
ment by a bacterial culture of resistance to an antibiotic. 
It may make the techniques used in our virus studies 
more easily intelligible if we consider first the two main 
approaches that have been made to the understanding 
of resistance to antibiotics in bacteria. 

The first approach is exemplified by Demeree’s (1945) 
work on the resistance of staphylococci to penicillin. 
His results convinced him (and the great majority of 
subsequent workers in the field) that resistance developed 
as a result of spontaneous mutations not related to the 
presence of penicillin, which acted merely as a selective 
agent. Once a certain degree of resistance has been 
attained, a new stepping-off point for further mutation 
is provided, and by a series of mutational steps, and 
selective survival of the mutants over preceding types, 
a highly resistant form may be obtained. 

The second line of approach was made possible by 
Lederberg and Tatum’s (1946) discovery of recombination 
amongst mutants of an FE. coli strain. A wide variety 
of nutritional mutants of K. 12 is now available in 
reciprocal pairs from which wild type prototrophs can 
be obtained by recombination. Cavalli and Maccacaro 
(1952) crossed non-resistant strains with strains highly 
resistant to chloramphenicol, choosing strains carrying 
suitable combinations of other markers for the purpose. 
Amongst the prototrophs obtained there was a very 
wide range of resistance to the drug, indicating that 
many genes were involved in determining a high grade 
of resistance. 


Technique of Genetic Experiments with Influenza Virus 


One cannot carry out experiments with an influenza 
virus with the simplicity or in the numbers that are 
possible with bacteria, but the same types of experiment 
are possible at least in principle. Pure clones of influenza 
virus can be obtained (provided we are dealing with 
well-adapted virus strains) by titrating virus to limit 
infective dilution (L.p.) and repeating the process with 
one L.D. fluid. Our criterion of purity is that in two 
successive L.D. titrations the three top fluids in each 
set will all show the same characters. In any given 
experiment it is usually easy to know which are the 
relevant characters that must be tested. Whenever we 
have an infected fluid which contains more than one 
genetic type of virus, its constitution can be determined 
by testing a large number of L.p. fluids. This procedure 
is seriously complicated by the existence of heterozygosis, 
and the findings must be interpreted with reserve as 
indicating in the case of in-vitro tests merely the 
character of the dominant form present in the fluid. 
With in-vivo tests, the presence of a minority of virulent 
particles may determine the nature of the results. How- 
ever, as long as the limitations of the method are 
recognised and allowed for, all the manipulations of pure 
culture techniques in-bacteriology can be imitated. 

The most direct approach to the nature of variation 
in influenza viruses is exemplified in the early work of 
Burnet and Bull (1943) on O-D variation. This showed 
that rapid adaptation to growth in the chick embryo 
was due to spontaneous mutation to a form having a 
high surviva] advantage over the original O type. By 
continuing passage at limit dilution the O phase could 
be maintained indefinitely. The analogous experiment 
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in bacteriology would be to show that by daily subculture 
at L.D. in lactose broth a coli-mutabile strain would remain 
non-fermenting, but by normal transfer of a drop or 
two of culture the lactose-fermenting type would soon 
overgrow the original. Another example of this type of 
behaviour has been recorded in the adaptation of the 
neurotrophic strain NWS to allantoic passage after a 
long series of mouse-brain passages (Burnet 1951). After 
14 passages the high-dilution series still had the charac- 
teristics of the first passage fluid, but in the low-dilution 
series the dominant virus differed in two significant 
respects, both tendiag to bring the character of the virus 
closer to a ‘‘ normal ”’ allantoic strain. 

To pass now to the technique of recombination. This 
is based on the analogous technique for multiple infection 
of bacteria with phage. The requirements are: 

(1) That we have a uniformly susceptible population of 
cells of known number, all accessible to infection by any 
virus present in the fluid surrounding them. 

(2) That at least two virus particles per cell of each virus 
can be supplied so as to ensure a high proportion of double 
infection. 

(3) That any unabsorbed or inert virus can be removed 
after infection has been initiated. 

(4) That the virus collected is derived from the multiplica- 
tion of virus in the cells primarily infected and not subject 
to subsequent processes of selective survival. 


The most convenient means of satisfying these require- 
ments that we have been able to find is based on the 
de-embryonated-egg technique introduced by Bernkopf 
(1949). With this preparation, the various manipulations 
required are very easily carried out and a minimum of 
preliminary work is needed. Our normal routine is to 
add the virus mixture for one hour, then to remove the 
fluid and treat the surface with receptor-destroying 
enzyme (R.D.E.) to liberate unincorporated virus and to 
facilitate subsequent release of virus into the fluid. 
After another hour this is removed and the cavity washed 
three times with Ringer solution. A final charge of 5 ml. 
Ringer solution containing 0-1% glucose and antibiotics 
is added, into which the virus is liberated. First traces 
of hemagglutinin are detected at 3-3!/, hours and the 
fluid is usually harvested at 6'/,-8 hours. A portion of 
the fluid is titrated at once, both the hemagglutinin and 
the 1.D.;) in the allantoic cavity being determined, the 
rest is stored at —79°C. By titration and retitration 
over an appropriate range of dilutions as many L.D. 
fluids as are needed can be obtained. These are then 
tested for the qualities of interest in the particluar 
experiment. Any unusual fluids are again titrated to 
limit dilution and this is continued until all three fluids 
from any titration give consistent findings. 


Analysis of the Development of Virulence for the Mouse 
Lung by the Influenza Virus Strain CAM 


I have already given a brief account of how an influenza 
virus strain develops pathogenicity for the mouse lung 
on repeated intranasal passage. We may now use the 
same material for a closer analysis of the process, using 
the two basic techniques of pure clone isolation and 
recombination between different pure strains. 

There are two alternative interpretations of the process 
by which the results of mouse passage could be obtained. 
It might be that with every replication within the cells 
of the new host there is an automatic increase in the 
degree of adaptation and lesion-producing power of the 
virus concerned. The second interpretation is that one 
or more mutations are necessary and that the steady 
increase in virulence for the new host is essentially due 
to the selective survival of successively appearing more 
virulent mutants. As I hope to show later, the two 
alternatives may not be so incompatible at the virus 
level as they would be if higher organisms were concerned, 
but for the time being we may consider them as straight- 


DISTRIBUTION OF VIRULENCE IN SINGLE CLONES OF VIRUS 
TAKEN AT VARIOUS STAGES IN THE DEVELOPMENT OF 
VIRULENCE FOR THE MOUSE LUNG 


Number of clones at each degree of virulence 
Passage 

8 7 3 1 0 0 

9 1 2 1 0 0 

12 0 1 0 3 0 
16 0 0 0 2 5 
20 0 | o- 0 0 6 


The five levels ——— to the average lesions produced in four 
mice given 0-05 ml. of virus diluted to 1 a.p. level as are 
0 nil I 0-1-0°5 II 0-6-1-5 III 1-6-3-9 IV 4-0 + 
the usual convention being used. 50 = death in 5 Gaye: 
4:0 = death at 6-7 days, nevith lower values proportional 
of lung surface consolidated in survi mice willed 
al ys. 


forward alternatives. A preliminary decision between 
them can be clearly made by determining whether the 
population of virus particles at a time when the virulence 
is rapidly changing is essentially uniform or quite 
heterogenous. The’ most convenient stage for such a 
test is when gross lesions first begin to appear. With 
the strain CAM used in our experiments the 8th-passage 
bronchial washings were taken for the most extensive 
study, but shorter series from other passages were also 
included. The general method for pure-clone isolation 
was used. The bronchial washing was titrated using 
considerable numbers of eggs at the approximate level 
of the limiting infective dilution (L.p.). Each L.p. fluid 
was titrated for its hemagglutinin content and diluted 
to the 1 a.p. level ; 0-05 was then inoculated intranasally 
in four to six mice. The distribution of mouse-lung 
pathogenicity for the different clones is shown in the table. 
Representative fluids were then retitrated and a second 
and sometjmes a third generation of L.p. fluids tested. 
On the basis of our own and Henle and Liu’s results it 
is probable that 10-20% of our L.p. fluids may not be 
pure clones; but, even allowing for this, the results 
point indubitably to the second alternative. Pure-clone 
fluids from the 8th passage include a majority which 
produce no lung lesions and a minority which give a 
few patches of consolidation at the 1 a.p. level. Most 
of the examples of the types that were tested have given 
similar findings at second L.D. passage and test. With 
further mouse passage the average level shifts rapidly 
upwards and becomes more uniform until, at the 20th 
passage, all the 6 clones tested gave similar findings in 
the highest category of virulence. 

The appearance of the table suggests inescapably that 
we are observing a process of successive replacement. 
Type o with no virulence gives rise to type 1 which 
can produce, say, lesions graded around 0-1. This 
multiplies better than type 0 and will soon overgrow it ; 
but before this happens type 1 (with a virulence perhaps 
to be graded 0-5-1-0) has appeared and will start to 
overgrow both the earlier forms. So the process will 
continue till maximal virulence is reached when one can 
expect complete domination of the system by the 
final form. 

Such a sequence demands the appearance of a succes- 
sion of inheritable variations each springing from only a 
small proportion of the pre-existent virus clones, and 
their successive domination by a process of selective 
survival, It does not, however, preclude the possibility 
that the new environment has a direct effect on the 
process of inheritable change as well as its action as a 
highly selective agent in determining survival. 

Further analysis of the process of adaptation will need 
the application of genetic techniques to the study of 
strains whose origin is clearly documented. Such work, 
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with clones of our strain CAM ‘‘ marked’ either by the 
development of mouse pathogenicity as I have described 
or by development of resistance to homologous immune 
serum, is now in progress. These experiments have not 
yet provided such clear-cut results as some earlier ones 
in which two influenza virus B strains were studied by 
Perry, van den Ende, and Burnet (1954). Despite the 
fact that the past history of the strains used was very 
incompletely known, these experiments have shown what 
we think is the basic pattern by which virulence is 
redistributed by genetic interaction, and most of what 
I have to say will be based upon them. Eventually 
I hope it will be possible to provide a definite picture 
of the process by experiments with strains of precisely 
known origin like our CAM variants. 


MIL/LEE Interaction 

The work on recombination with influenza-B strains 
was carried on in my laboratory more or less in parallel 
with the work on influenza A, but gradually developed 
its own particular angle of interest—the significance of 
pathogenicity for the mouse lung. The strains used 
were the two B types that we have used for the last 
eight years in our “ receptor gradient ’’ series of viruses 
LEE and MIL. LEE is the standard B strain received 
by us from Francis many years ago in the mouse-adapted 
form. Since 1940 it has been propagated only in the 
allantoic cavity, and its mouse virulence is not now as 
high as it once was. However, a dose of 1 A.p. (0-05 ml.) 
wil] usually kill the mouse that receives it intranasally 
or produce a grade-3 consolidation. Strain MIL, a B 
strain isolated in 1945, has not been adapted to mice 
and the standard 1 A.p. given intranasally produces no 
lesions. MIL and LEE are serologically rather far apart 
and can easily be distinguished by simple anti-hemag- 
glutinin tests with corresponding immune sera. Two 
other well-defined differences are the heat stability of 
the hemagglutinin and the differences between the 
positions of the two strains in the receptor gradient. — 

When the two strains are inoculated in sufficient 
amount to produce double infections in the cells of the 
de-embryonated egg, the progeny as isolated in the form 
of pure clones shows a striking redistribution of virulence. 
The outstanding feature is the appearance of strains 
which are MIL by the three differentiating criteria of 
serology, heat stability, and place in the receptor gradient 
but have a mouse-lung pathogenicity (M.L.P.) which may 
be as high as that of the stock LEE though it is usually 
intermediate. 

Fig. 2 shows the redistribution of virulence in graphic 
form. It will be seen that this redistribution is not 
completely at random. In one sense LEE appears to 
hold on to virulence about twice as firmly as MIL. 
This type of behaviour seems to be characteristic of many 
but not al) of the virulences that can be bestowed on a 
‘strain of influenza virus. 

The first example we observed was in regard to the 
distribution of neuropathogenicity in recombinants 
between MEL (non-neurotropic) and NWS which is 
highly pathogenic when given intracerebrally at the 
1 ap. level (strictly 1/8 A.D, is inoculated). NWS in 
this dose will always kill mice within six days, but 
amongst the neuro-MEL strains obtained from double 
infections some failed to kill all the mice inoculated 
although others were nearly or quite as virulent as 
NWS. All these neuro-MEL strains had two other 
qualities by which they differed from MEL, and we found 
that there were some strains with these two qualities 
which showed no symptom-producing neuropathogenicity 
whatever (Burnet and Edney 1951). This characteristic 
behaviour of neuropathogenicity has been subsequently 
studied in more detail and in a variety of other 
recombinants by Lind and Burnet (1954). 

One other example of graded redistribution of virulence 
may be cited in which the virulence is directed towards 
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Fig. 2—Distrib of jung pathogenicity er bi 
types of influenza B. 0-III represent increasing grades of lung con- 
solidation. Distribution of stock virus (st) clones and of clones 

from recombination experiments (ex) showing the range of patho- 

genicity associated with each serological type. (Reprinted by 

permission from Nature (Burnet and Lind 1954).) 


the production of hemorrhagic lesions in the brain and 
muscles of chick embryos. When the highly pathogenic 
strain WSE is crossed with the avirulent MEL the 
progeny falls into four groups which, on the basis of 
in-vitro characters, are the two originals and two 
recombinants in which the two linkage groups change 
partners and which we call M-+- and WS-. The results 
showed that in M+ and WSE the progeny show a wide 
redistribution of this virulence for chick-embryo tissues, 
MEL never shows any such virulence and WS- only 
on very rare occasions. 

In summary: when we cross a highly virulent with 
a non-virulent strain we find in most instances that the 
progeny show a wide distribution in the degree of 
virulence presented by single clones. When such a finding 
is encountered in orthodox genetic work it is taken as 
evidence that the difference between the characiers in 
question is determined by the activity of a number of 
distinct genetic units. It is an example of polygenic 
inheritance. 
Discussion 

To account for these findings we have to assume 


(1) that virulence of the type we are concerned with 
is quantitatively determined by the number of certain 
units present in the genetic structure (genome) of the 
virus, and 

(2) that some means exists by which, in the course of 
adaptation to a new host, the number of such genetic 
units increases.. There are, further, at least two con- 
ceivable alternatives by which this can take place : 

(a) That there is a constant number of genes concerned 
in virulence for any given host and that, during 
adaptation to the new host, a succession of mutations 
occurs. 

That the virulence genes have only a loose relation to 
the rest of the virus genome and that, in the course 
of virus replication within the host cell, these units 
replicate more or less independently of the rest of the 
genome and are redistributed, sometimes. at random, 
sometimes differentially amongst the resulting virus 
progeny. 

It is completely in line with genetic practice to refer to 
these units as genes; it would equally do no violence 
to current concepts of cytoplasmic functions in inheritance 
to regard them as related to plasma-genes or adaptive 
enzymes. 

In seeking working hypotheses to account for these 
phemonena I have taken the point of view that, at this 
level of simple organisation, genetic processes are not 
necessarily bound to follow rigidly the pattern of genetic 
behaviour in higher organisms. I am also impressed by 
the fact that there seems to be altogether too little 
p.N.A. in purified virus to allow the postulation of a 
genetic pattern carried by D.N.A. molecules. If this work 
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of Ada’s is confirmed, genetic work with influenza virus 
may become of great significance as the only readily 
manipulated system mediated solely by an R.N.A. basis. 
if we work only from the facts presented by experi- 
mental work with influenza viruses the simplest inter- 
pretation seems to be along the following lines. 

For any susceptible tissue the virulence of the virus 
is determined by the “ dosage ”’ of certain self-replicating 
units present in the virus particle. These units we can 
call V and for any given tissue they will or may have 
a special quality V*, not so appropriate for any other 
tissue. 

There are two alternatives to account for the change 
in virulence that takes place on repeated passage in a 
new tissue X instead of the former tissue t : 


The first is that the complement of Vs is the same 
throughout. We start perhaps with 10 V‘s and end with 
2 V's and 8 V*s, a series of mutations V* > V* followed 
by selective survival of the mutant being postulated. 

The second alternative, which we favour, is that V can 
multiply independently of the rest of the virus genome 
and not necessarily at the same rate. On transfer from 
tissue t to tissue X, V‘s will lag in their multiplication 
until a mutationV' > V= appears which will allow V* 
to multiply a little more rapidly than the rest of the 
virus genome in the new type of host cell. The possibility 
of more than one mutation is, of course, not excluded. 
The development of virulence from now on will become 
simply a manifestation of the relative rate of replication 


of V*s and of the rest of the virus genome in the cells 
of the new tissue. 


It will be seen that the first alternative is in line with 
orthodox genetic theory, the second describes essentially 
the development of an adaptive enzyme qualified only 
by the ascription to it of self-replicating unitary character. 
Our reasons for preferring the second are probably 
inadequate in the absence of a much closer study of 
the redistribution of virulence. The most important is 
the way in which it fits the process of the development 
of virulence for the mouse lung. It is common experience 
that, in adapting a virus to a new host, it is the first 
step that is the difficult one. Once the process has 
begun, it goes on rapidly to the development of maximal 
virulence. This fits the hypothesis of one mutation, 
which must be waited for, followed by differentially 
rapid multiplication of the mutant gene which follows 
automatically, much better than the alternative of a 
gradual accumulation of appropriate mutations in one 
gene after another. 

We feel that with the extension and refinement of 
experiments a definite decision in favour of one or other 
hypothesis should become possible. When it does, it 
may become necessary to re-examine the analogous 
processes in the domain of bacterial variation. These 
include, in addition to enhancement of virulence, the 
development of increasing resistance to antibiotics and 
the capacity to grow on previously inadequate media. 

Conclusion 

What are the practical implications of this work ? 
I am not sure whether the best answer to that question 
is not contained in the sentence with which I began this 
lecture. From the human and practical point of view 
the only thing that matters about a virus is its virulence. 
It seems fair to claim that anything which promises to 
reduce virulence to a concept with a quantitative, 
potentially controllable, basis must have important 
practical implications. 

It would, however, be unwise to offer any specific 
promises of applications to human benefit. We have gone 
far enough with influenza virus to understand that 
something unpredictable emerges from almost every new 
attempt at recombination, and one can only suggest some 


fields in which the application of similar methods might 
be productive. 


It should first be stressed that there is little or nothing 
yet known about the possibilities of recombination or 
other genetic interactions in other types of virus than 
influenza. I am, however, so impressed with the general 
uniformity of virulence changes on adaptation to new 
hosts that I feel confident that a basically similar 
mechanism must be involved in most or all animal 
viruses. 


The outstanding potentiality of the approach is illus- 
trated in our first series of experiments in which a new 
virulence (neuropathogenicity) was conferred on four 
different serological types of influenza-A virus. Now, 
in the field of living virus vaccines, our two requirements 
are that the immunising strain 


(1) should be serologically identical with the agent of the 
disease we are trying to protect against, and 


(2) should possess the appropriate level of virulence (or 
of attenuation). 


Any method which would allow us to combine the 
desirable aspects of two different strains might, in some 
circumstances, be of great importance. For instance, 
I have never wholly renounced my belief that the best 
way of immunising against influenza will be by the use 
of a living vaccine, given by the natural respiratory 
route. If a new 1918-type pandemic should arise, it 
might be of the greatest value to combine the new 
antigenic type with the virulence for man of a standard 


strain like PR8 or MEL. I feel reasonably confident 
that this could be done. 


Another important possibility at present wholly in 
the realm of fantasy is in regard to poliomyelitis. 
Type 1 (Lansing) virus is already available in attenuated 
cotton-rat and chick-embryo-grown strains. If the final 
solution for poliomyelitis is immunisation with three 
suitably attenuated living viruses, it would clearly be 
advantageous if we could transfer the attenuation of 
type 1 to types 1 and m1. 


A third possibility that we have been thinking about 
in Australia is in regard to rabbit myxomatosis. There 
is evidence that the virus liberated in 1950, as I have 
said earlier, is changing to a much less virulent type. 
We are wondering whether there is any possibility of 
attaching the 99-5% lethality of myxomatosis virus to 
a serological pattern different enough from that of 
normal myxomatosis to break through the resistance 
of rabbits immunised by the naturally attenuated strain. 
I do not expect this quest to be successful, but I do feel 
quite strongly that the application of genetic methods to 
the understanding of what is happening to myxomatosis 
virus in the field will be of the greatest interest to 


epidemiologists. 


I should repeat that all these potential applications 
are wholly speculative. It is an inevitable weakness of 
most scientists who have been trained as medical men 
to hope, sometimes uncritically, that the results of their 
investigations can be applied semewhere to the prevention 
of disease and the increase of human happiness. Perhaps 
we would be wiser to content ourselves with an increase 
in understanding and to cherish the lesser hope that at 
least no evil will come of our discoveries. 
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HAZARDS OF SURGICAL INDUCTION 
OF LABOUR 


Gwitym Evans 
M.D. Lond., M.R.C.O.G. 


SENIOR REGISTRAR, DEPARTMENT OF OBSTETRICS, GUY'S 
HOSPITAL, LONDON 


Tue pendulum of opinion regarding the surgical 
induction of labour has swung to and fro since the 
operation was introduced into this country about 1750. 
The hazards have often been noted (Browne 1936, Peel 
1936, Roblee 1947); and, in an attempt to overcome 
these hazards, the operation has been performed in many 
different ways. From the present series it seems that, 
contrary to current opinion, the risks are the same what- 
ever the method of induction. In 843 induced cases the 
maternal mortality was 8-3 per 1000 and the feetal loss 
156% ; the maternal mortality attributable to the 
operation was 3-6 per 1000, and the foetal loss attributable 
to the operation 2-02%. 

The purpose of the present paper is, not to discuss the 
indications for the operation, but to consider and once 
again emphasise its hazards. 


Material 
Incidence of Induction 

This survey is based on an analysis of all cases of sur- 
gical induction of labour in Guy’s Hospital from 1928 
until 1952 inclusive. During this period the department 
of obstetrics undertook the care of 25,960 mothers. 

The number of cases induced was 843, but in 16 cases 
the first induction failed and a second attempt was made 
to induce labour. In another case three attempts at 
surgical induction were made. Therefore the total 
number of inductions was 861. 

The incidence of induction of labour during the 
twenty-five years covered by this survey is 3-3%. 
Dieckmann and McCready (1947) reported an incidence 
of 3-2% in 8503 deliveries in Chicago, and Gibson (1952) 
99% in Belfast. Most recent American figures have 


TABLE I-—INDICATIONS FOR INDUCTION 


No. of 
Indication ot outage 
Pre-eclamptic toxemia, cenential _hyper- 
tension, and chronic 446 52:3 
Pos maturity. . 85 10-2 
Total 843 100-0 


beon between 10% and 15%. This high rate is attributable 
to the increased frequency of elective induction of labour. 
Indications for Induction 

The indications for the operation are shown in table 1. 


Methods of Induction 

In this series, prior to 1935, surgical induction was most 
usually performed by the insertion of a stomach tube 
(rubber bougie), animal bladder, or Krause bougie. Since 
1939 neither of the last two methods has been used 
and the stomach tube has been used infrequently. From 
table 1 it will be seen that 21% of all the surgical induc- 
tions were by stomach tube, 18-5% by animal bladder, 
and 1% by Krause bougie. 

Amniotomy began to be widely practised in 1934 and 
sinee the late war has been almost the only method of 
induction used. It accounts for 59% of the inductions in 

iis series. In 18% the forewaters were ruptured, usually 
with Kocher’s forceps (low rupture), and in 18% the 
hindwaters, with a Drew-Smythe catheter (high rupture). 
In just under half the cases induced by rupturing the 
membranes it was impossible from the recorded details 
to decide whether high or low rupture had been performed. 


In every case the operation was done with full aseptic 
and antiseptic technique. General anesthesia was 
administered for nearly every induction, irrespective of 
the parity of the mother. Prophylactic chemotherapy 
was not used. 


Maternal Hazards 


Maiernal Mortality 

Of the 843 mothers in whom labour was induced 7 
died—a maternal-mortality rate of 8-3 per 1000. 4 of 
the deaths were in no way attributable to the induction ; 
the mothers died from postpartum hemorrhage (1), 
fulminating eclampsia (1), and pulmonary embolism (2) 
without evidence of genital infection. The maternal- 
mortality rate associated with surgical induction is 
therefore 3:6 per 1000. The 3 cases in which it is con- 
sidered that induction was a factor in producing a fatal 
outcome are summarised below. 


Case 1.—A gravida 2, aged 41, was induced with a Drew- 
Smythe catheter at 38 weeks for disproportion. The catheter 
aspannted 2 a marginal placenta previa and severe hemorrhage 
cesarean section was performed, but the 


TABLE II—METHODS OF INDUCTION 


Percentage of 
Method No. of cases total 

Rupture of 507 59-0 

Law ‘ 155 18-0 

High 153 17-8 

Site not specified 199 23-2 
Stomach tu (rubber bout) 184 21:3 
gnimal bladder . 159 18-5 
use bougie 9 1-0 
Digital separation of membranes 2 0-2 
Total 861 100-0 


baby was stillborn and the mother died from hemorrhage 
and shock. 


Case 2.—A primigravida, aged 25, with hydramnios was 
induced at term by rupturing the forewaters. Labour began 
9 hours later, and the first stage lasted 13 hours. Forceps 
delivery was performed in the second stage for foetal distress. 
Later the same day the patient became pyrexial and developed 
paralytic ileus. Death occurred on the 12th day of the puer- 
perium, Escherichia coli was grown from the birth canal. At 


necropsy a perforated cecum was found, but this was 
considered to be a terminal event. 


Although paralytic ileus was the main feature of the 
case, an HL. coli birth canal infection was present. The 
infection was probaby the cause of the ileus. Since the 
pyrexia commenced soon after delivery it is likely that 
the infecting organism was introduced not at delivery 


but at surgical induction 24 hours earlier. 


Case 3.—A primigravida, aged 28, with a twin pregnancy 
was induced with a Drew-Smythe catheter at 32 weeks for 
severe toxemia, Labour did not commence and 80 hours 
later symptoms of impending eclampsia appeared. Labour was 
then induced by means of a stomach tube. Labour started 
14 hours later, and after 32 hours the spontaneous delivery of 
twins occurred. The first infant was stillborn, and the second 
died 24 hours later of prematurity. Just before delivery the 
patient became pyrexial and was found to have a birth-canal 
infection with Z. coli and P. onas pyecyanea. Later she 
developed a Ps. pyocyanea septicemia with pleurisy and 
peritonitis. Despite chemotherapy and antibiotics she died 6 
weeks later from infective endocarditis due to this organism. 


TABLE III—-INCIDENCE AND CAUSES OF MATERNAL MORBIDITY 


Cause of pyrexia 
Birth~canal infection | 53 L- 
Urinary-tract infection a 4-0 1-2 
Breast infection . ap: 0-5 0-4 
Respiratory infection | 10 0-8 

Total 10-8 43 
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TABLE IV—-MORBIDITY ACCORDING TO TYPE OF INDUCTION 


| Morbid Genital infection 
Method of | No. of 
* induction cases j 
No % No. % 
Rupture of | 507 55 10-8 31 6-1 
me mes 
Low 155 17 11:0 58 
High es 153 21 13-7 12 78 
Site unspeci- 
fi ae 199 17 8-5 10 5-0 
Stomach tube 
(rubber bougie) 184 15 8-2 ; 8 4:3 
Animal bladder | 159 19 : 11-9 | 5 3-1 
Krause bougie 9 2 | 22-2 1 111 
Digital 
tion of mem- j } 
branes ve | 2 | 
Total .. 861 | 108 | 45 5-3 


The infection in this case occurred before delivery and 
was therefore probably introduced at the time of one of 
the inductions. 


Maternal Morbidity 

The standard of puerperal pyrexia adopted in this 
series is as follows: ‘*‘ A temperature of 100-4° F or over, 
maintained for 24 hours or recurring within that period, 
between the end of the Ist and the 2lst day of the 
puerperium.” 

Of the 843 cases induced 91 (10-8%) were morbid. 
The morbidity in the non-induced cases during the same 
period was 43%. 15% of the primigravide and 7-2% of 
the multigravide were morbid. Whatever the causé 
of the pyrexia the incidence in primigravide was double 
that in multigravide. From table 111 it will be seen 
that the incidence of respiratory and breast infections is 
almost the same in the induced and non-induced cases. 
But the incidence of genital sepsis and urinary infection 
in the induced cases is about three times as great as in 
the non-induced cases, 

The wtiology of the pyrexia was the same in-both 
primiparous and multiparous patients. 49-4% of the 
morbidity that followed upon the induction of labour was 
due to a birth-canal infection. Urinary-tract infections 
accounted for just over a third of the cases (37:-4%). 
The morbidity of the remainder was attributable to 


TABLE V-—-FETAL LOSS 


No. of cases’... -» | 386 457 843 
No. of twins... 11 13 24 
Totalinfants born... | 397 470 867 


No. of stillbirths | 45 (11-3%)) 57 (12-1%)) 102 (11-8%) 
No. of neonatal deaths.. | 18 (45%) | 15 (32%) | 33 (3-8%) 


Total foetal loss (%) .. 15°8 15-3 15-6 


respiratory infections (8-8%) and to infections of the 
breast (4:4%). 

The method of induction, with one exception, influ- 
enced neither the morbidity-rate as a whole nor the 
incidence of genital infection (table 1v). The exception 


was the use of Krause bougies, but these cases were so | 


few that the figure is of little or no significance. 

The longer the induction-delivery interval the greater 
the morbidity. Of those cases delivered within 48 hours 
of induction 6-6% were morbid. If the induction- 
delivery interval was between 48 and 96 hours the 
morbidity rose to 15-3°,—more than double that for 
the first group. Of those cases delivered more than 96 
hours after induction 20-7% became morbid. The 
increasing morbidity that accompanied prolongation of 
the induction-delivery interval was associated with a 
small but definite increase in the incidence of genital 


infections. Of those cases delivered within 48 hours, 
genital sepsis accounted for 45-7% of the morbidity. 
When the induction-delivery interval was prolonged 
beyond 96 hours 56% of the morbidity was due to genital 
infection. 

Fetal Loss 

Among the 843 cases surgically induced there were 24 
twin pregnancies, so the total number of infants delivered 
was 867. 

The stillbirth-rate was 11-8% and the neonatal-death 
rate 3-8%. Therefore the total fotal loss was 15-6% 
(table v). Parity did not influence the fetal loss. 

Table vi shows the causes of stillbirth and neonatal 
death in this series, It will be seen that among the 102 
stillbirths there were: (a) 2 cases where death was due 
to anoxia following an antepartum hzmorrhage caused 
by separation of the placenta with a stomach tube, 
(b) 3 stillbirths where death was due to intrapartum 
infection resulting from induction, and (c) 11 cases 
where fotal death was due to anoxia following prolapse 


TABLE VI--CAUSES OF STILLBIRTHS AND NEONATAL DEATHS 


No. 
Stillbirths : 
Intrac ranial due to dystocia .. 13 
Toxemia, hypertension, and > 32 
Congenital malformations 17 
Diabetes and rhesus incompatibility . 
Anoxia following hemorrhage due to 
induction 2 
Prolapsed cord .. va 11 
Neonatal deaths : 
Congenital malformations 2 
Rhesus incompatibility an 2 


of the cord. There was 1 case of neonatal death due to 
E. coli meningitis. This baby died within 24 hours of 
delivery, and following the induction there had been 
evidence of an intrapartum EL. coli birth-canal infection. 
It is considered that in these 17 cases (2-02%) the 
induction of labour was responsible for the death of the 
fetus. These cases are described as ‘‘ attributable 
stillbirths.” 

It may be asserted that prolapse of the cord and intra- 
partum infection occur in the absence of induction of 
labour. This is true ; but in the 778 stillbirths occurring 
in the 25,117 non-induced cases, there were only 2 cases 
where death was attributed to intra-uterine infection, 
and 30 to prolapse of the cord—a fetal loss of 0-12%. 

Table vit shows the relationship between the type of 
induction and the stillbirth-rate. It will be seen that, if 
all stillbirths are considered, animal-bladder inductions 
are associated with a higher stillbirth-rate than either 
high rupture of the membranes or stomach-tube induc- 
tion. Moreover low rupture appears to carry the highest 
risk of all. This is a fallacious picture and is due to the 
fact that the majority of cases of macerated foetus and 
of congenital malformation were induced by either low 


TABLE VII—METHOD OF INDUCTION AND STILLBIRTH-RATE 


Total Attributable 
Method of induction stillbirths stillbirths 
(%) (%) 

Rupture of 11-6 2-2 

Site unspec! 6-5 1-6 
Stomach tube (rubber bse) 9-9 2-2 
Animal bladd 14-5 1-9 
Krause Dougie 22-2 
Total 11:8 21 
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rupture or by an animal bladder. If only the 17 ‘  attri- 
butable stillbirths ’’ are considered, it will be seen that 
the type of induction did not influence the stillbirth- 
rate. 

The stillbirth-rate was not influenced by the duration 
of the induction-delivery interval. Both in the 532 cases 
delivered within 48 hours and in the 326 cases delivered 
after 48 hours, the attributable stillbirth-rate was 2:1%. 

Where surgical induction was considered responsible 
for foetal death, by far the commonest cause was prolapse 
of the cord. This complication occurred on 27 occasions 
in this series—an incidence of 3:3%. Bannister (1929) 
recorded an incidence of 1-6% in 745 inductions for dis- 
proportion. Plass and Seibert (1936) and Gibson (1952) 
recorded 1-0% and 0-6% in series similar to the present 
one. 13 of the infants were born alive and 14 were still- 
born. In 2 cases death in utero had occurred, due to 
pre-eclamptic toxszemia, before the cord prolapsed. In 
a 3rd case, prolapse of the cord occurred early in labour 
and the cord was successfully replaced, but unfortunately 
the baby was stillborn owing to intracranial hemorrhage 
following breech extraction. There are therefore 11 
stillbirths actually due to prolapse of the cord. 

It will be seen from table vi that the incidence of 
cord prolapse was approximately the same whatever the 
method of induction. The incidence in multigravide 
(4:1%) was more than double that in primigravide 
(18%). This is due to the fact that non-engagement of 
the head at the time of induction was more common in 
multigravide than in primigravide. In 239 cases in which 


TABLE VIII-—-METHOD OF INDUCTION AND PROLAPSE OF CORD 


Prolapsed cord 
0. 0 
Method of induction cases 
No. of Incidence 
cases (%) 
Rupture of 507 16 3-2 
155 3-9 
High 153 7 4-6 
Site unspecifi 199 3 1-5 
Stomach tube (rubber bougie) 184 6 3:3 
Animal bladder 159 5 3-1 
Total 850 27 3-2 


the head was engaged at induction the incidence of 
prolapse of the cord was 2:7%, whereas in the 289 cases 
with non-engaged heads the incidence was 7:3%. In 
every case in which stillbirth was thought to be due to 
induction, the head was not engaged when that induction 
was performed. Only in the 1 case of neonatal death 
attributed to induction was the head engaged. 


Discussion 


Many workers have described large series of cases in 
which elective induction of labour has been done without 
increasing the risk to the mother or the infant. All of 
them demand that certain criteria should be fulfilled 
before elective induction is safe. 

According to Eastman (1938) these criteria are : 

(1) That the head should present and that its lowermost 
pole should be at or below the ischial spines. 

(2) That the cervix should be effaced and partially dilated. 

(3) That the patient should be near or past term. 


Certainly given the above conditions induction is 
relatively safe. In the 44 cases in this series in which 
these conditions were fulfilled, there was no maternal 
morbidity attributable to birth-canal infection and no 
foetal loss attributable to the induction. But these are 
the most favourable cases in obstetrics, and given the 
above prerequisites one would predict with fair confidence 
that labour would soon ensue and would be normal. The 
results would almost certainly be as good if labour were 
not induced. Just because an operation is safe, that is 
not sufficient indication to undertake it. 


TABLE IX—MATURITY AND INDUCTION-DELIVERY INTERVAL 


Induction- Maternity (weeks) 
Total 
interval (hr.) | | { 
28-32 | 33-35 | 36-38 | 39-41 | 43-45 
Under 48 53-83% | 74:-5% | 58-6% | 66:5% | 62:9% 
Over 48 46:2% | 25-5%| 41-4% | 33°5% | 29-38% | 37-1% 


Surgical induction of labour should only be done 
either in the interests of the mother or when it increases 
the chances of survival of the foetus. But the termination 
of pregnancy by surgical induction must often be con- 
sidered when the criteria demanded for elective induction 
are not present. In this series and in that reported by 
Plass and Seibert (1936) only 7% of the cases fulfilled 
the necessary conditions when the operation was done. 
In considering the place of surgical induction, we must 
consider what happened in the 93% of cases in which 
unfavourable factors were present but there was an 
indication to hasten delivery of the child. 

Browne (1936) stated that 5% of maternal deaths in 
nine maternity hospitals followed directly on the induc- 
tion of labour. The causes of these deaths were sepsis, 
hemorrhage from separation of the placenta, and 
anesthetic complications. It might be considered that, 
with the use of chemotherapeutic and antibiotic drugs, 
modern methods of resuscitation, and advances in anes- 
thesia, surgical induction was now a safe procedure. Yet 
in the present series all 3 attributable maternal deaths 
occurred since 1937. The 2 patients who succumbed to 
infection were given chemotherapy and antibiotic drugs, 
but these did not prevent the fatal outcome. 

Dieckmann and McCready (1947) stated that the 
maternal mortality in the reports on induction published 
since 1930 varied from 0 to 2-8%. This is still true of any 
series of therapeutic inductions. Lemmon (1948) reported 
a corrected maternal mortality of 0-1% in 1113 surgical 
inductions by amniotomy, and Gibson (1952) a mortality 
of 0:24%. In the present series the maternal mortality 
attributable to inductions was 0-35%. 

There is general agreement that surgical induction 
increases the maternal morbidity. The incidence of 
morbidity in recent reports varies from 7-0% (Gibson 
1952) to 14:7% (Dieckmann and McCready 1947). In 
the present series it was 10-:8%, and half the morbidity 
was due to infection of the birth canal. The incidence 
of breast and respiratory infections was the same in 
induced and non-induced cases. The increased morbidity 
associated with induction was due to an’ increased 
incidence of genital and urinary-tract infections. Nearly 
all other reports note an increased morbidity when 
labour is induced by the introduction of foreign bodies 
inte the lower segment. This was not true in the present 
series, where in fact the lowest morbidity was associated 
with stomach-tube inductions. The two factors that 
influenced morbidity were the parity of the patient and 
the duration of the induction-delivery interval. Probably 
the increased morbidity when delivery is delayed, and 
in primigravide, is due to the fact that in these cases 
there is increased operative interference at the time of 


TABLE X—-METHOD OF INDUCTION AND INDUCTION-DELIVERY 


INTERVAL 
Percentage of cases 
Method of induction 
Under 48 hr. Over 48 hr. 
of : 67-6 32-4 
High 61-5 38-5 
Site unspecified 68-8 31-2 
Stomach tube (rubber bougie) « 46-2 53:8 
Animal bladder .. 70-7 29-3 
Total 63-0 37-0 
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delivery. 27% of the primigravide required operative 
interference, as opposed to 13% of the multigravide. 

.63% of the cases were delivered within 48 hours of 
induction. Parity and, most surprisingly, maturity did 
not greatly influence the duration of the induction- 
delivery interval (table rx). 

From table x it will be seen that the induction-delivery 
interval was influenced by the method of induction. 
Those cases induced with a Drew-Smythe catheter had 
a slightly longer interval, and those with a stomach 
tube an even longer interval, than those cases induced by 
other methods. The increased delay is probably due to 
the fact that both these methods, and in particular the 
stomach tube, were frequently used in cases where the 
operation was being done for disproportion and the head 
was not engaged. The head was engaged in only 23% 
of stomach-tube inductions, as opposed to 54% of the 
eases induced by rupture of the membranes. The head 
was engaged in only 20% of cases where an animal bladder 
was used. Yet this was one of the most rapid methods of 
induction, and did not increase the incidence of prolapse 
of the cord. The duration of labour was influenced by 
neither the maturity at induction nor the method of 
induction. Once labour commenced 90% of the primi- 
gravide and 97% of the multigravide were delivered 
within 48 hours. 

The combined stillbirth and neonatal-death rate was 
15-6%. Both Lemmon (1948) and Gibson (1952) reported 
a foetal loss of 20%. It is difficult to assess the hazard 
to the foetus from the surgical induction of labour, as in 
nearly every case the operation is being done because of 
the presence of some abnormal condition—e.g., toxzemia 
or postmaturity. This condition will itself jeopardise 
the life of the foetus, so the foetal loss in induced cases 
represents the loss due to the primary condition plus 
the loss resulting from the surgical induction. 

It has been shown that in the induced cases the fetal 
loss attributable to prolapse of the cord, separation 
of the placenta by operative interference, and infection 
was 2:02%. There is one other way in which surgical 
induction may predispose to stillbirth. If the liquor 
drains away, the uterus will decrease in size, and this 
may interfere with the circulation through the placental 
site and so produce fetal asphyxia. This alone, or in 
combination with other factors, may be sufficient to cause 
stillbirth. Such a foetus will show no abnormality at 
necropsy apart from the changes attributable to asphyxia. 
In 2-84% of the stillbirths in the induced cases the cause 
of death was unknown, whereas in the non-induced cases 
the figure was only 1-:25%. One would expect such 
asphyxial deaths to be more common when labour was 
induced by amniotomy, and this is so. The cause of death 
was unknown in 2-75% of the cases induced by rupture 
of the membranes, as opposed to 2-25% induced by 
other methods. 

Prolapse of the cord is the great hazard to the foetus 
as a result of surgical induction. Rucker (1947) stated 
that when labour was induced by the introduction of 
foreign bodies, the risk was five times greater than when 
amniotomy was performed. From the present series it 
would appear that the important factor is not the 
method of induction but the position of the head when 
the operation is done. It is suggested that when the 
head is engaged, labour should be induced by rupture of 
the forewaters. This method has the advantage of 
simplicity and entails very slight risk of either separating 
the placenta or displacing the head out of the pelvis. 
If the head is not engaged the hazards of the operation 
are much greater. For this reason, unless the condition 
for which the operation is being considered carries a 
fostal mortality of more than 2% surgical induction should 
be avoided. If there is sufficient indication but the head 
is not engaged, there would seem to be still a place for 
induction by an animal bladder or stomach tube, since 


by. keeping the membranes intact the risk of fo@tal death 
from anoxia, due to the draining away of liquor, may be 
less. 

Summary 


In 843 cases where labour was induced surgically there 
were 3 maternal deaths directly attributable to the 
operation. 

The maternal morbidity was 10:8%, and half the 
morbidity was due to infection of the birth canal. The 
increased morbidity in induced cases was due to an 
increased incidence of genital and urinary-tract infection. 
Maternal morbidity was influenced by the parity of the 
patient and the induction-delivery interval. 

The feetal loss attributable to induction was about 
2%. Unexplained stillbirths were relatively commoner 
in induced cases; it is suggested that some of these 
stillbirths were due to the operation. 

The greatest single factor influencing the onset of 
complications after surgical induction is the position of 
the head at the time of induction. If the head is not 
engaged there is a higher maternal morbidity due to 
prolongation of the induction-delivery interval, and an 
increased foetal loss due to a higher incidence of prolapse 
of the cord. 


I am grateful to the obstetric surgeons of Guy’s Hospital 
for permission to report on their cases, and for their constant 
interest and advice in the preparation of this paper. 
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FLOW IN CEREBRAL THROMBOSIS 


Epwin CLARKE 
M.D. Durh., M.R.C.P., M.D. Chicago 
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Ir is estimated that in 1951 almost 30,000 persons in 
England and Wales died of cerebral thrombosis or 
embolism (Registrar-General 1953). Any therapeutic 
agent, therefore, that can be of use in these common 
conditions is worthy of close consideration, and an ade- 
quate attempt must be made to assess its effects. It 
has been suggested (British Medical Journal 1952) that 
tolazoline hydrochloride (‘ Priscol’), already established 
as an efficient dilator of peripheral blood-vessels, might 
be used in the treatment of cerebrovascular occlusive 
disease. 

Experimental evidence of the action of tolazoline on 
the cerebral blood-vessels is scanty, but Hermann and 
Vial (1942) found that it increased the brain volume ; 
they thought that this was due to vasodilatation. Engel 
(1950, 1952) observed vasodilatation in the cat by the 
skull-window technique, but his observations and con- 
clusions must be accepted with reserve, for inferences 
about the whole cerebral circulation cannot be derived 
from the experimental method used ; nor should findings 
in animals be too readily transferred to man, especially 
as regards the cerebral blood-flow (c.B.F.). Scheinberg 
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TABLE I--RESULTS OBTAINED WITH TOLAZOLINE IN CEREBRAL 


ARTERIOSCLEROSIS 
C.B.F. C.V.R. M.A.B.P. 
Case | Age (ml. per min.) (units) (mm. Hg) 
no. | (yr.) 
| I I Il I 
1 63 | 43-0 4:3 166 163 
2 72 27-5 30-8 5-0 4:8 137 149 
3 75 34-6 30-0 3°32 2-84 115 85 
4 68 36-6 33-9 3-47 2-86 127 97 
5 54 27:1 32-5 5-6 3:7 152 121 
6 64 35-2 40-5 3-2 2-7 114 109 
7 51 33-6 39-2 5-4 4-57 182 179 
8 63 58-3 49-0 2-88 3:79 168 185 
9 75 44-0 36-5 3°22 3°67 142 134 
10 | 62 | 442 | 48:3 | 222 | 2-06 99 | 100 
41-7 33-3 3:4 4-2 142 140 
12 69 43-4 40°83 29 2-5 126 102 
13 64 41-0 28-5 2:8 3-7 115 110 
14 65 35-5 54-0 3-5 2-1 124 113 
Average .. | 38:8 38-6 3:66 3°38 136 128 
C.B.F., cerebral blood-flow. c.V.R., cerebral vascular resistance. 
M.A.B.P., mean arterial blood-pressure. I, first estimation. 


ll, second estimation, 


et al. (1953), using the nitrous-oxide method (Kety and 
Schmidt 1948) as modified by Scheinberg and Stead (1949) 
to measure the cerebral blood-flow, did not detect any 
alteration in normotensive patients with no evidence of 
cerebral disease. Dewar et al. (1953), on the other hand, 
using the same method except for certain minor technical 
modifications, noted a significant increase in the cerebral 
blow-flow in patients with mitral stenosis. 

Clinical evidence of the action of tolazoline is likewise 
contradictory : whereas Roch-Besser (1950) reported 
beneficial results, Hall’s (1951) experience was the reverse. 
Smith and Turton (1951) reported success with 1 patient 
with an acute cerebral ischemic lesion. 

In view of this conflicting evidence, and in the absence 
of quantitative assessment of the action of tolazoline in 
cerebral thrombosis of arteriosclerotic origin, we report 
here its effect on the 0.B.F. in this condition. 


Material 


14 patients were investigated : 9 females and 5 males 
aged 51-75 (table 1). 8 were hypertensives with a 
diastolic blood-pressure above 100 mm. Hg, measured 
on several occasions in the ward. Each of them had had 
an episode of cerebral ischemia presumed to be due to 
cerebral thrombosis. Evidence of arteriosclerosis else- 
where in the body, without such a lesion, was not thought 
to be adequate to justify the diagnosis of cerebral 
arteriosclerosis. The investigations were made from 
two days to six years after the cerebral lesion. So far 
as could be determined clinically, no case of thrombosis 
of an internal carotid artery was included, and none of 
the patients had either cardiac failure or uremia. 

6 patients without evidence of cerebrovascular disease 
consented to be investigated as controls: 4 males and 
2 females aged 27—70, with diastolic blood-pressure lower 
than 100 mm. Hg, confirmed more than once by 
ward observations. 


TABLE IIl-—-RESULTS OBTAINED WITH TOLAZOLINE IN CONTROLS 


| } 
©.B.F M.A.B.P 
| units) | Gum. 
n. 
no. |(yr.) Disease | 
| 
15 | 36 | Disseminated sclerosis 70-0) 64-5| 1:35} 1-42) 92 
16 | 63 | Pulmonary embolus 50-3) 50-0) 2-3 2-3 116 
17 | 27 | Epilepsy 60-5! 59-0 1-69) 1-61) 102) 95 
18 36 | Epilepsy 64-0] 59-0/ 1-52) 1-64) 97 
19 70 | Carcinoma of stomach | 43-0) 44-3) 2-16)2-1 | 93| 93 
20 | 50 | Carcinoma of liver 6-0 79-5] 1-4 | 1-51! 120 | 120 
Average 62-3) 59-4| 1-74] 1-76) 104 | 102 


©.B.F., cerebral blood-flow. c.V.R., cerebral vascular resistance. 
M.A.B.P., mean arterial blood-pressure. I, first estimation. 
ll, second estimation. 


Methods 


The cerebral blood-flow was measured by the applica- 
tion of the Fick principle (Kety and Schmidt 1948). 
No drug other than tolazoline was used, and all the tests 
were made with the patient supine. While the patient 
was inhaling a non-anesthetic nitrous-oxide mixture 
(nitrous oxide 15%, oxygen 21%, nitrogen 64%) given 
through a one-way box-valve and rubber mouth-piece, 
with the nose occluded, arterial and venous blood was 
collected simultaneously. The arterial blood was obtained 
from the left brachial artery, and the venous blood 
from the superior bulb of the right internal jugular vein, 
by direct puncture. Two estimations were made in each 
patient. A modification of the usual method consisted 
in estimating the second c.B.F. with falling values of 
nitrous-oxide levels in the blood. To test the validity 
of this innovation the c.B.F. was measured in the 6 
controls with both rising and falling nitrous-oxide levels 
in the blood. The average difference between the two 
methods was 2:9 ml. per min. per 100 g. of tissue; this 
is not statistically significant (t = 2-28, 0-1> P > 0-05) 
(table m). The cerebrovascular resistances (C.vV.R.) were 
also compared, and the mean change, an increase of 0-027 
units in the second estimation, is not of statistical signifi- 
cance. It is thus concluded that this method is valid, and 
it has the advantage that the time of each investigation 
is shortened. 

The first C.B.F. was estimated in the first 10 minutes 
of inhaling nitrous oxide, samples being taken continu- 
ously over the first minute and then at 1 minute 15 


cog 

* Controls 

minutes, © Normotensive } 
minutes, © Hypertensive jeans 

and 10 min- 
utes. Both 80+ J 
groups of 

then con- 60- x 4 
tinued to 50+ 
breathe the aol 
oxide mix- 8 
ture for a 1 
further five 20 30 40 50 60 70 80 


minutes. AGE (Yr.) 

During the Fig. |—Correlation between cerebral blood-flow and age. 
second min- 

ute of this period the group with cerebrovascular disease 
received intravenous tolazoline 25 mg. The nitrous-oxide 
mixture was then discontinued, and the second ¢.B.F. was 
estimated during the decline of nitrous-oxide level in the 
blood while the patient breathed room air. The systemic 
effects of tolazoline, such as facial flushing, conjunctival 
suffusion, and tachycardia with palpitations, were invari- 
ably observed immediately after tolazoline was injected, 
and while they were still present the second C.B.F. was 
estimated. 

Nitrous-oxide levels in each sample of blood were 
measured by infra-red absorption (Lawther and Bates 
1953). Arterial and venous curves were drawn by plotting 
the nitrous-oxide levels in the samples of blood against 
the time and so the mean arteriovenous difference of 
nitrous oxide calculated from the graph. By using the 


formula ©.B.F. where Qt = amount of 


nitrous oxide taken up by the tissue in t minutes, 
A-V = the average arteriovenous difference of nitrous 
oxide, and t = time. The C.8.F, is expressed in ml. per 
minute per 100 g. of brain tissue and is not the total 
flow. 

The mean arterial blood-pressure (M.A.B.P.) Was 
measured directly with a damped mercury manometer, 
and the c.v.R. was calculated thus : 


trous 


eter, 
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M.A.B.P. in mm. Hg. 
C.B.F. in ml. per min. per 100 g. of brain tissue. 


Results 


In all the patients the first c.B.F. estimated has been 
taken as basal. Tables 1 and 1m give the results in the 
two groups of patients. Fig. 1 shows the correlation 
between C.B.F. and age. 

The ¢.B.F. decreased with increasing age and was 
lower in hypertensives than in normotensives, a result 
that agrees with the findings of Shenkin et al. (1953). 

The results in 


c.V.R. = 


the patients 69 
with  cerebro- 
vascular disease 
are shown in 
fig. 2. Tola- 
zoline was 


+ 


per min.) 


the first and +4F 3 
second C.B.F. = 45 
The mean of ¥ > nem 
the first 9 
estimations was 40 -2- 
38-8 ml. per Qmean 8 
min. per 100 g., 38 
and that of the 
second CBF. -8F - 
was 38:6 ml. 39 
per min. per & mY 
100g. However, ° 


there isa much 25 
greater scatter Fig. 2—Effect of intr tolazoline on cerebral 
of the change blood-flow in hypertensive and in normotensive 
in c.B.F. after patients with cerebrovascular disease. !, before 
Tea tolazoline. II, after tolazoline. 


compared with the controls. Analysis of the variations 
shows that it is statistically significant at the 5% 
level (F = 7:05, P = <0-05). This greater variation 
could be due to the greater lability of the cerebrovas- 
cular system in patients with cerebral arteriosclerosis or to 
a variable action of tolazoline. It was impossible to use 
a strictly comparable group of controls with cerebro- 
vascular disease who were not given tolazoline. The 
controls used had, so far as we could detect clinically, 
no evidence of cerebral arteriosclerosis. 7 of the arterio- 
sclerotics showed an increase in C.B.F., and 7 showed a 
decrease (fig. 2). These variable results were not related 
to (1) the age of the patient, (2) the time between the onset 
of the cerebral ischemic lesion and the investigation of 
the c.8.F., (3) the mean blood-pressure, or (4) the change 
in mean blood-pressure. Thus, in the group of patients 
with cerebrovascular disease, who had received tolazoline, 
the c.B.F. was either increased or decreased, but this 
effect was quite unpredictable on present knowledge. 

In the patients with cerebral arteriosclerosis the mean 
change in C.v.R. was a fall of 0-28 unit, which is not of 
statistical significance (t = 1-35, P = >0-1). The scatter 
is greater, however, than in the controls, and this is 
statistically significant (F = 96, P = >0-01). 


Discussion 


The conclusions of Dewar et al. (1953) differ from those 
reported here, for they detected a significant increase in 
the c.B.F. when tolazoline was given. The reason for 
this difference is not apparent, but their patients, unlike 
ours, had normal cerebral blood-vessels. 

We are in agreement with Scheinberg et al. (1953), 
who found no increase of C.B.F. with tolazoline and in 
some cases an actual decrease. The variability of effect 
may be due to the complex pharmacology of tolazoline 
(Ahiquist et al. 1947), but in view of the occasional 
decreased C.B.F. it is pertinent to inquire whether there 
is any definite objection to the use of tolazoline in 


patients with ischemic brain due 
There are in fact some possible deterrents. The fall of 
blood-pressure induced by tolazoline, which was con- 
siderable in 4 of our patients (31, 30, 30, and 24 mm. Hg) 
may be injurious, for Denny-Brown (1951) and Corday 
et al. (1953) have shown that arterial hypotension plays 
a part in the production of ischemic softening of the 
brain. The findings of Wilson et al. (1951) that cardio- 
vascular insufficiency exists in most patients with 
cerebrovascular lesions also casts some doubt on the 
desirability of using a hypotensive drug. 

Secondly, substances that dilate the cerebral vessels 
also increase the pressure of the cerebrospinal fluid (Rich 
et al. 1953, Shenkin and Novack 1954). At a time when 
cedema may be accompanying an area of cerebral infare- 
tion any further increase of the intracranial pressure 
would be undesirable. Thus, were tolazoline to produce 
vasodilatation, this effect would not necessarily be 
beneficial. 

It is important to point out that our investigations 


were made with a relatively small dose of tolazoline, 


and only the intravenous route was used. Furthermore, 
the effect of tolazoline was assessed in each patient 
after, and not during, the acute stage of cerebral ischemia. 
Since the c.B.F. is known to be decreased in acute cerebral 
ischemia (Scheinberg 1950, Heyman et al. 1953), tola- 
zoline may not have the same action in such conditions. 
Further observations in such conditions should clarify 


Conclusions 

A modification of the Kety and Schmidt (1948) 
technique for measuring the c.B.F. is given which shortens 
the time of investigation when two estimations are made. 

Our results are in agreement with those of cther 
workers who have suggested that the c.B.F. decreases 
with advancing age and in the presence of hypertension. 

Intravenous tolazoline 25 mg. produces no constant 
change in the c.B.F. of patients in the chronic stage of 
a cerebral ischemic lesion due to cerebral arteriosclerosis. 

Our results do not support the reported clinical successes 
in this type of patient. 

There is evidence to indicate that tolazoline should not 
be used in the therapy of an acute cerebral ischemic 
episode, and possibly all vasodilating agents may have 
a deleterious as well as a beneficial effect when given in 


such conditions. 
Summary 


The cerebral blood-flow and cerebral vascular resistance 
were measured by a modification of the method of 
Kety and Schmidt (1948) in 14 patients with cerebral 
arteriosclerosis. 

The method was checked by similar estimations on 
6 non-arteriosclerotic patients acting as controls. 

Intravenous tolazoline 25 mg. had no constant effect 
on the cerebral blood-flows of patients with cerebro- 
vascular disease. 

Tolazoline should not be used in acute cerebral 
ischemia of arteriosclerotic origin until more is known 
about its action. 

We are grateful to Prof. G. M. Bull for his help and 
encouragement during the initial stages of this study, and to 
Prof. J. McMichael for useful suggestions and helpful criticism. 
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INFLUENCE OF CHLORPROMAZINE AND 
PROMETHAZINE ON VOMITING INDUCED 
WITH APOMORPHINE IN MAN 
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LECTURER 
DEPARTMENT OF MATERIA MEDICA AND THERAPEUTICS, 

UNIVERSITY OF GLASGOW 


Tue experiments of Chen and Ensor (1950) and of 


BERNARD Isaacs 
M.B. Glasg., F.R.F.P.S. 


ASSISTANT 


Ducrot and Decourt (1951) revealed that several anti- 

histamine drugs possessed the property of blocking apo- 

morphine-induced vomiting in dogs. Courvoisier et al. 

(1953) described the pharmacological properties of chlor- 

promazine, a phenothiazine derivative which is closely 

related to promethazine (fig. 1) but which possesses only one- 

hundredth of 

the anti-hista- 

mine activity 

0 eee of the latter 

drug. They 

showed that 

CHe chlorproma- 

cH NCHs)> zine prevented 

‘ om causin 

NCH), dogs to 

PROMETHAZINE CHLORPROMAZINE and was more 

Fig. |—Chemical formule. active than 

promethazine 

in this respect. This action of chlorpromazine in dogs was 

confirmed by Boyd et al. (1953), Brand et al. (1954), and 

Cook and Toner (1954). Several clinicians have used 

chlorpromazine for the symptomatic relief of vomiting 

due to varied causes and have reported good results in 

isolated cases or in uncontrolled series (Rouchy 1952, 

Romagny and Frédérick 1953, Friend and Cummins 1953, 
Kent et al. 1954). 

The objects of the experiment reported here were to 
determine the effect of chlorpromazine on attempts 
to induce vomiting with apomorphine in man, and to 
compare its activity in this respect with that of prome- 
thazine. ‘This second object was desirable both on 
theoretical grounds (see Burn 1954) and because many 
clinicians believe that promethazine, either as the hydro- 
chloride (‘ Phenergan’) or the 8-chlorotheophylline salt 
(‘ Avomine ’), is of value in the relief of clinical vomiting 
(Dougray 1949, Chinn et aj. 1950, 1952, 1953, Harper 
1951, Glaser and Hervey 1951, 1952, Cawthorne and 
Foxwell 1953, Lask 1953). Our aim was to induce 
emesis in healthy people under controlled conditions by 
the subcutaneous injection of apomorphine, and to 
determine in how many of them vomiting could be 
prevented by prior administration of chlorpromazine 
and of promethazine. 


General Considerations 
Our preliminary experiments indicated that the 
response to injections of apomorphine in man was 
influenced by the following factors : 


(1) Individual Susceptibility —A dose of 1 mg. of apomor- 
plane subcutaneously produced no nausea at all in a few 
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retching in a few and 
intermediate degrees of nausea or vomiting in the remainder. 

(2) State of Stomach.—Vomiting occurred more readily if 
the stomach was full than if it was empty. 

(3) Position of Head.—The emetic action of apomorphine 
could be avoided if the person lay down after the injection, 
but occurred with the person standing, when it was apparently 
little affected by small amounts of movement. 

(4) Previous Experience of Apomorphine.—Some tolerance 
to the emetic action of apomorphine may develop, but only 
if repeated injections are given at short intervals. 

(5) Psychological Influences.—These are difficult to assess. 
A few people were given injections which, they were told, 


TABLE I—RESULTS OF EXPERIMENT 


| Response to apomorphine after 
Sequence 

Man | “of four B 

tablets A (chior- Cc (pro- 
(inert) |promazine)|  |methazine) 

1 ABCD V.3 N.O N.1 V.2 
2 ABDC N.3 N.3 V.2 
3 ACBD N.1 N.0 V.1 N.l 
4 ACDB N.1 N.O N.3 N.O 
5 ADBC V.2 N.O V.2 V.2 
6 ADCB V.3 N.O N.1 N.1 
7 BACD V.2 N.O V.2 N.3 
8 BADO N.1 N.0 vV.3 N.1 
9 BCAD Vil N.0 N.3 N.3 
10 BCDA V.3 V.2 V.3 
11 BDAC VA N.O N.O N.O 
12 BDCA N.O N.O N.0 N.0 
13 CABD V.2 N.O V.2 V.2 
14 CADB N.0 N.0 N.2 N.O 
15 CBAD V.3 N.0 V.2 V.1 
16 CBDA V.3 N.0 V.3 N.0 
17 CDAB N.1 N.2 ve N.O 
18 CDBA V.2 N.0 V.2 N.0 
19 DABC N.3 N.O N.0 N.3 
20 DACB N.1 N.1 N.1 N.3 
21 DBAC V.3 N.0 V.2 
22 DBCA N.O N.O N.1 N.2 
23 DCAB N.2 N.0 N.2 N.3 
24 DCBA N.0 N.0 N.0 N.l 


were of apomorphine but were in fact of saline solution ; 
these people developed no symptoms. Other people, about 
to receive an unknown injection, said they felt sure that they 
would vomit; but after receiving the injection they experi- 
enced no symptoms. We believe that the response to apo- 


morphine is modified by psychological factors, but we have 
no means of measuring these, 


Design of Experiment 

The experiments were made on 24 healthy repng male 
volunteers. On join- 
ing the experiment Did not vomit 
each man was told Vomited 
that he would 
receive four subcu- 
taneous injections at 
intervals of a few 
days, and that he 


would be asked to 

take two tablets two 

hours before each 

injection, but he was 

unaware of the he 
nature of the drugs ; 

used. Each injection B 
consisted of 1 mg. of Fig. 2—Vomiting in response to apomor- 


N° of SUBJECTS 


apomorphine hydro- phine in 24 men who had previously 

chloride, and the A, inert tablets; 

four abe: f tablets promazine ; C, inert tablets; and D, 
promethazine. 


were as follows : 
A, inert (‘‘ chlorpromazine control ’’). 
B, chlorpromazine hydrochloride 2 x 25 mg. tablets. 


C, inert (“ promethazine control ”’). 
D, promethazine hydrochloride 2 x 25 mg. tablets. 


The inert tablets were indistinguishable from the 
tablets containing the active drugs. The order in which 


D 


(pro- 
hazine) 


ALLZAAA 


lution ; 
, about 
at they 
experi- 
to apo- 
have 


male 
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N° of SUBJECTS 


Fig. 3—1 ity of resp to apomorphine in groups A—D as in fig. 2. 
In each block, left-hand column represents mildest response (N.0 
—see text) and right-hand column represents severest response 
(V.3) : white columns, did not vomit (N.0—-N.3) ; black columns, 
vomited (V.I-—V.3). 


the tablets were taken differed in each person according 
to the twenty-four possible permutations of A, B, C, D, 
and the actual sequence for each person was determined 
at random, The tablets were swallowed whole */,-1 hr. 
after a light meal. Nothing was taken by mouth until 
two hours later, when the man was given half a pint 
of milk to drink, and 5-15 minutes afterwards he received 
the injection of apomorphine. He next sat at a desk 
and copied from a textbook. Nausea or vomiting, when 
these occurred, usually reached a maximum 10—20 minutes 
after the injection. At the end of 25 minutes the man 
was allowed to lie down and usually slept for 15-20 
minutes. On awaking he was able to leave the laboratory 
without ill effect. 

The symptoms each subject experienced were reported 
to an observer and were graded as follows : 
N.O, no nausea. 
No nausea or vomiting. N.1, mild ormoder- 

Nausea with or without vomiting. ate nausea. 
N.2, severe nausea, 

20 5 (In responses 
graded N.1 the man 
15 remained seated at 
the desk, whereas in 
10 those graded N.2 he 
moved over to the 
5 sink, believing that 

vomiting was 
imminent.) 

N.3, severe nausea 
with retching but no 


regurgitation of 


N° of SUBJECTS 


Fig. 4—Effect of drugs on and 


gastric contents. 

V.1, vomiting of stomach contents once. 

V.2, repeated vomiting of stomach contents. 

V.3, repeated vomiting and continued retching after 
emptying of stomach. 
By designing the trial in this way we hoped to obtain 
comparable data on the anti-apomorphine actions of 
chlorpromazine and of promethazine which would, in the 
final assessment, be unaffected by physical and psycho- 
logical influences tending to make for variation in the 
response to apomorphine. The inclusion of two control 
injections of apomorphine for each man allowed a 
measurement of the variation in his response to this drug. 


Side-effects 

A minority of the men complained of drowsiness and 
inability to concentrate after taking chlorpromazine. 
The same symptoms were complained of, in greater 
degree, by most of the men after taking promethazine. 
A few said they were drowsy after the control tablets. 
Dryness of the mouth was occasionally present after 
both active drugs. 

Results 

The results of the experiment are given in table 1 and 
are illustrated in figs. 2—4. 

The occurrence of vomiting in response to apomorphine 
after each of the four sets of tablets is shown in fig. 2. 
It is seen that after the two inert tablets A and C 11 
and 13 men vomited respectively. After promethazine 
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(D) 7 of the 24 men vomited, whereas after chlorpromazine 
(B) only 1 man out of 24 vomited. Fig. 3 shows the 
nature of the response to apomorphine after the four 
substances. For each drug the column on the left 
represents the number of responses graded as N.O, the 
next represents N.1, and so on, the column on the right 
corresponding to V.3. The distributions of responses to 
the controls A and C are similar. With D, promethazine, 
although the number who vomited is less than in either 
control group, a large proportion of the men experienced 
severe nausea. With B, chlorpromazine, very few men 
experienced vomiting or nausea. 

In fig. 4 the plain column represents the number of 
men in each drug-group who had neither nausea nor 
vomiting, while the numbers who had one or both 
symptoms are represented in the black column. In each 
of the control groups A and C 4 men had no symptoms. 
With D, promethazine, 7 had no symptoms, and with B, 


TABLE II—DIFFERENCES BETWEEN RESPONSES TO TWO CONTROL 
INJECTIONS RECEIVED BY EACH MAN 


Discrepancy No, of men 
No discrepancy 10 
Difference of 1 grade .. ae 5 
” & » 1 
» ” 5 ” 3 


chlorpromazine, 20 of 24 men had no nausea whatever 
after the injection of 1 mg. of apomorphine. 

From these results it might be inferred that prome- 
thazine had protected 5 of 12 men from vomiting and 
3 of 20 from all symptoms, and that chlorpromazine 
protected 11 of 12 from vomiting and 16 of 20 from all 
symptoms. Table 1, however, shows that in 14 of the 24 
men a discrepancy existed between the response to 
apomorphine after the two control tablets. These dis- 
crepancies are shown in table mu. A possible cause of 
the discrepancies is the development of tolerance to the 
emetic action of apomorphine in the course of the 
experiments. To determine whether this happened to 
a significant extent, the data have been arranged in 
table 111 to show the response to the first and second 
control injections administered to each man. It is seen 
that in the 14 men in whom a discrepancy occurred the 
response to the first injection was more severe in 9 and 
less severe in 5 than the response to the second injection, 
which fact suggests that tolerance was not likely to have 
been important. Moreover the arrangement of the trial 


TABLE III-—DIFFERENCES BETWEEN RESPONSES TO TWO CONTROL 
INJECTIONS IN 24 MEN 


Response to Differences in responses 
Man no. lst more | Ist less 
1st control | 2nd control severe severe No 
injection injection | tnan 2nd | than 2nd difference 
1 V.3 N.1 ie 
2 V.1 N.3 x os oe 
3 N.l x 
4 N.1 N.3 x 
5 V.2 V.2 
6 V.3 N.1 x 
8 N.1 V.3 x 
9 N.3 | Vil x 
10 V.3 vV.3 \ x 
ll V.1 N.0 x 
12 N.0 | x 
13 vV.2 v.2 | x 
14 N.2 N.O x 
15 V.2 } V.3 x 
16 V.3 | V.3 a x 
17 N.1 x 
18 v.2 | V.2 
19 N.3 | N.O x é 
20 N.1 x 
N.2 | N.2 x 
24 | N.O N.O x 
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TABLE IV——-DIFFERENCES BETWEEN RESPONSES TO TWO CONTROL 
INJECTIONS IN 4 MEN 


| Response to 
of 
Man no. | 
“tablets Ist control | 2nd control 
| | injection | injection 
2 ABDC N.3 
5 ADBC V.2 

16 CBDA V.3 

18 | CDBA V.3 
| 


ensured that in 4 of the 24 men the two control injections 
came first and last in the sequence of four injections 
administered. If the development of tolerance had been 
significant, it might have been expected that in these 
4 men, the widest discrepancy between the response to 
the two control injections would have been found. In 
fact, as table rv shows, the responses in these men were 
almost identical. 

Meanwhile the discrepancies found must be attributed 
to one or more of the following factors : 

(1) Psychological influences. 

(2) Error in the preparation of the injection. 

(3) Error in the measurement of the dose. 

(4) Variation in the depth of the injection. 

(5) Variation in the amount of vestibular stimulation. 

(6) Differences in the state of the stomach due to the time 
of the last meal and its contents. 

(7) Other factors not understood. 


An analysis of the results confined to the 15 men in 
whom the response to the two control injections was the 
same or differed by only one grade is illustrated in fig. 5. 
8 of these 15 men vomited severely after both control 
injections of apomorphine. In 2 of the 8 nausea and 
vomiting were completely abolished by promethazine, 
and in 7 of the 8 by chlorpromazine. Of 4 men who 
developed nausea after the control injections, chlor- 
promazine abolished this nausea in 2 and did not prevent 
it in 2. In these 4 men promethazine conferred no 
benefit but appeared to aggravate the symptoms in 
3 men. The remaining 3 men had no nausea either after 
the control tablets or after chlorpromazine, but 2 of 
them had some nausea after promethazine. 


Discussion 

The unexplained discrepancy between the response 
to two control injections in a large proportion of the 
subjects of this experiment calls for great caution in 
the interpretation of the results, There seems to be no 
doubt, however, that chlorpromazine exerted a definite 
effect in diminishing or abolishing the symptoms of 
nausea and vomiting induced by apomorphine. The 
effect of promethazine is more difficult to measure. In 
2 men severe vomiting occurred twice after apomorphine 
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Fig. 5—Effect of drugs in altering response to apomorphine: circles 
represent response to apomorphine in 15 men after inert tablets ; 
arrows indicate responses in same men to same dose of apomorphine 
after aeremnnne and after promethazine. (The 15 men were 

of each to two control injection of apo- 

morphine were the same or differed by only one grade ; in the latter 
case the less severe response is illustrated.) 
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alone, but no symptoms were produced when prome- 
thazine had been given previously. It must, however, 
be recalled that in 3 of the 24 men a similar difference 
in response to two injections of apomorphine occurred 
after inert tablets. Perhaps the dose of promethazine 
and the time of its administration were unsuitable. We 
decided to give 50 mg. of chlorpromazine two hours 
before apomorphine throughout this trial after demon- 
strating anti-apomorphine activity with this arrangement 
in preliminary experiments. The same dose and time- 
relation were used for promethazine to allow comparison 
of the two drugs. Glaser and Hervey (1952) found, 
however, that in the prevention of motion sickness 
35 mg. of promethazine hydrochloride was no more 
effective than 25 mg. and caused more side-effects. 
Bain (1949) showed that the anti-histamine activity of 
promethazine did not reach a maximum until four hours 
after oral ingestion. Our only conclusion is that, when 
the two drugs were given in a dose of 50 mg. two 
hours before apomorphine, the protective action of 
chlorpromazine was significantly greater than that of 
promethazine. 

Few conclusions relating to the use of chlorpromazine 
in the suppression of clinical vomiting can be drawn 
until more is known about the mechanism of vomiting 
in various clinical states and about the manner in which 
chlorpromazine protects against apomorphine. One sug- 
gestion that could be advanced is that chlorpromazine 
might prevent vomiting caused by morphine, since the 
latter drug produces emesis by stimulating the chemo- 
receptor trigger zone in the medulla (Borison and Wang 
1953) in the same way as does apomorphine. 

Summary 

An experiment is described in which 24 healthy young 
men each received, under controlled conditions, four 
successive subcutaneous injections of apomorphine hydro- 
chloride. Tablets were given by mouth two hours before 
each injection, the following four sets of tablets being 
administered to every subject: chlorpromazine hydro- 
chloride 50 mg.; promethazine hydrochloride 50 mg. ; 
and two sets of inert tablets. Half the men vomited in 
response to apomorphine when inert tablets had been 
previously given, 7 when promethazine had been given, 
and 1 when chlorpromazine had been given. Large 
unexplained discrepancies occurred in some of the men 
between the responses to the two control ‘njections. It 
is difficult to assess the effect of promethazine, but there 
is no doubt that chlorpromazine diminished or abolished 
the nausea and vomiting induced by ,apomorphine. 
A suggested clinical use of chlorpromazine is in the 
prevention of nausea and vomiting due to morphine. 

We wish to thank the medical students and doctors who 
volunteered. Messrs. May & Baker Ltd., of Dagenham, 
provided the chlorpromazine, promethazine, and control 
tablets. 

REFERENCES 
Bain, W. A. (1949) Proc. R. Soc. Med. 42, 615. 
Borison, H. L., Wang, 8. a (1953) Pharmacol. Rev 193. 

, Cassell, W. A., Boyd, C. E. (1953) Ted. ‘Nes. 12, 303. 
Brand, E. D., Harris, T. > ’ Borison, H. L., Goodman, L. 8. (1954) 
J. Pharmacol. 110, 86. 
Burn, J. H. (1954) Brit. med. J 


931. 
Cawthorne, T., Foxwell, (1858) Ibid, ii, Be, 
Chen, G., Ensor, Cc. R. a 1pse harmacol. 98 5. 
Chinn, H. “Onan, T. E. jun., Smith, P. K. (1952) 
Amer. J. Med, 

Fis Smythe C. x 

— ‘Noell, W. K., Smith, 11580) 86, 810. 
Cook, L., Toner, J. J. (1954) Pharmacol. 110, 1 
Courvoisier, S., Fournel, J., or R., Kolsky, M., Koetschet, P. 

(1953) Arch, int. ‘92, 305 
9) med. J. ii, 1081. 

, P. (19 OB. Boe. Biol. Paris, 145, 356 
Friend, D. G., Cummins, J; F. (1953) J. am ah med, Ass. 153, 480. 
Glaser, E. (1951) , 749. 

95 


Harper de (1951) Zoid, i, fei. 
Kent, B., M , Rogers, S., Knight, P. (1954) J. Pharmacol. 
959) Brit. med. J. 


, ond Frédérick Lom mea, 189, 91. 
(1952) Pr. méd. 60, 1324. 


Redmond, Maloney, 


1954 


rome- 
vever, 
rence 
surred 
hazine 
. We 
hours 
emon- 
ement 
time- 
arison 
found, 
ckness 
more 
‘ffects. 
rity of 
hours 
when 
x. two 
ion of 
hat of 


mazine 
drawn 
miting 
which 
ne sug- 
mazine 
ce the 
chemo- 
Wang 


young 
s, four 
hydro- 
3 before 
s being 
hydro- 
0 mg. ; 
in 
been 
1 given, 
Large 
he men 
ons. It 
ut there 
polished 
orphine. 
in the 
hine. 
ors who 
genham, 
control 


12, 3 
's. 


(1952) 
Maloney, 
1, 86, 810. 
tschet, P. 


356. 
153, 480. 


>harmacol. 


THE LANCET] 


“VASCULAR DISEASE IN DIABETES 
MELLITUS 


J. D. MarrHEews 
B.A. Camb., M.B. Edin., M.R.C.P.E. 


SENIOR MEDICAL REGISTRAR, THE ROYAL INFIRMARY, 
EDINBURGH 


Puysicians interested in diabetes are well aware of 
the distressing results of damage to the vascular tree 
which so often occur in this disease. Joslin (1953) has 
shown that cardiovascular and renal diseases are now the 
commonest causes of death in diabetes. Tunbridge 
(1953) states that ‘“‘ the most important problem is the 
development of the so-called complications.”’ 


Material and Criteria 


545 diabetic patients have been examined for signs of 
vascular disease. An attempt has been made to relate 
the findings to the age of the patient and the duration, 
severity, and control of the diabetes. For comparison 
an investigation of vascular disease in 574 non-diabetic 
patients over the age of 50 has also been made. 

Arterial disease has been regarded as present if any of 
the following have been found: (1) a diastolic blood- 
pressure over 90 mm. Hg; (2) palpable thickening and 
tortuosity or absence of pulsation in any of the blood- 
vessels of the arms or legs; (3) a history of angina of 
effort, coronary thrombosis, or intermittent claudication ; 
(4) ophthalmoscopic evidence of arterial degeneration. 

In the diabetic series the additional features of diabetic 
retinopathy and albuminuria have. also been taken as 
evidence of vascular disease. Retinopathy was diagnosed 
whenever micro-aneurysms were recognised with or 
without the more obvious appearances of punctate 
hemorrhages, exudates, or the grosser degrees of retinal 
damage such as retinitis proliferans. Albuminuria was 
diagnosed by the heating test. When the precipitate 
with this test was minimal it was not regarded as signifi- 
cant unless recorded on three or more consecutive 
oceasions. Patients in whom albuminuria was discovered 
at the onset of the diabetes were excluded from the 
number of diabetic patients with albuminuria. 

In assessing vascular disease in the non-diabetic 
patients no record of retinopathy and albuminuria was 
kept, and it may be thought that this exaggerates the 
relative incidence of vascular disease in the diabetic 
group. In fact, in the few non-diabetics in whom retino- 
pathy and albuminuria due to vascular disease were 
found, other evidence of vascular disease was also 
discovered. These patients, therefore, were included as 
suffering from vascular disease in any case under the 
criteria already mentioned. 


Findings 

Vascular disease was found in 53% of the 545 diabetic 
patients, of whom 21% had retinopathy and 12% had 
albuminuria. 
Age 

The patient’s age at the time of the examination has 
been recorded in one of seven groups—under 20, 20-29, 
30-39, 40-49, 50-59, 60-69, and 70 and over. Table 1 
(A and B) demonstrates the well-known facts that the 
incidence of vascular disease increases with age in both 
diabetic and non-diabetic patients. The figures for 
vascular disease as a whole include the figures for retino- 
pathy and albuminuria, which are also shown separately 
(A). There is a greater prevalence of vascular disease in 
the diabetic than in the non-diabetic series of patients 
over 50 years of age. If the diabetic patients with retino- 
pathy and albuminuria are excluded, the difference 
between the two series is reduced, though it is still 
significant (table 1, B and C). It is remarkable that the 
incidence of retinopathy alone does not alter greatly 
with age, and the same is broadly true of albuminuria 
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except that diabetic patients over 60 seem to be more 
prone to this complication than younger persons. 

The age of 50 appears to be a critical one in the inci- 
dence of degenerative arterial disease with or without 
diabetes. Over the age of 50 vascular disease was found 
in 73% of 325 diabetic patients and in 45% of 574 non- 
diabetic patients. Under 50 vascular disease was found 
only in 25% of 220 diabetic patients. In view of the 
effect of age alone on the incidence of vascular disease in 
non-diabetic as well as diabetic patients, this factor must 
be eliminated as far as possible in correlating vascular 
disease with the duration, severity, and control of the 


TABLE I-—-AGE-INCIDENCE OF VASCULAR DISEASE 


Percentage of patients with 
Age (yr.) | Total 
ar | Retinopathy | Albuminuria 
A. Diabetic patients : 
Under 20... 29 10 10 3 
20-29 ah 50 18 18 8 
30-39 ax 59 19 13 9 
40-49 82 38 22 
50-59 ss 110 54 22 6 
60-69 = 143 80 24 19 
70 and over 72 88 24 17 
B. Non-diabetic patients over 50 : 
0-59 30 
60-69 16 | 63 — 
70 and over tt 79 
. Di i ents over 50, exeluding those with retinopathy : 
50-59 
60-69 109 
70 and over 57 82 


diabetes. Therefore for this purpose the diabetic series 
is considered in two groups, one above and one below 
the age of 50. 
Severity 

The patients have been divided into three grades 
according to the severity of diabetes: (1) ‘‘ mild,’’ in 
which a weighed diet only was required for diabetic 
control ; (Z) ‘‘ medium,”’ in which insulin up to a total 
dosage of 50 units in the day was required as well as a 
weighed diet ; (3) ‘‘ severe,’’ in which a dose of 50 units 
or more of insulin was required in the day as well as a 
weighed diet (table 1). It appears that vascular disease, 
and particularly retinopathy and albuminuria, are 
commoner among those who require insulin, but there is 
probably no significant difference in their incidence 
between the ‘“‘medium” and ‘“severe’’ grades of 
diabetes. In the small group of ‘* mild ’’ diabetic patients 
under 50 none was found to have retinopathy or albumin- 
uria, but in ‘‘ mild’’ diabetics over 50 an appreciable 
number is recorded. 
Duration 

The incidence of vascular disease increases strikingly 
with the duration of diabetes both above and below the 
age of 50 (table m1). This increase is most noticeable 
after ten years of diabetes, and is best shown in the 
figures for retinopathy and albuminuria in both age- 
groups. It also appears that under ten years’ duration of 


TABLE II—VASCULAR DISEASE AND SEVERITY OF DIABETES 


Percentage of patients with 
Grade of diabetes 
ascular 
disease Retinopathy|Albuminuria 
Under age 50; 
Mild (diet only) .. 31 16 
Medium (insulin up 
50 u. per day) | 107 27 23 10 
Severe (insulin over 
50 u. pe day) .. 82 24 20 7 
Oot idiot only) .. 139 69 15 9 
Medium (insulin up 
to 50 u. per day) | 164 76 27 18 
Severe (insulin over 
50 u. per day) .. 22 68 45 22 
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TABLE III-—-VASCULAR DISEASE AND DURATION OF DIABETES 


Percentage with 


| 
| 
Duration | al | 
(yr.) | no | | 
| Retinopathy | Albuminuria 
U Ueder age 50: | | | 
Under 5 .. 101 8 1 
5-9 47 17 | 11 4 
10- 14 av 39 44 | 38 18 
15 and over 33 64 52 24 
Over age 60: 
Under 5 .. 151 64 | 7 5 
5-9 es 16 74 22 13 
10-14 5 46 87 | 41 30 
15 and over 52 85 | 54 29 


diabetes these complications occur more readily over 50 
than in the younger age-group. 


Control 
In assessing the degree of control in each patient two 
categories only have been used: ‘fair’? and ‘‘ poor.” 


This admittedly does injustice to a small number of 
patients with really excellent control, and fails to differ- 
entiate the poorly controlled from the very badly con- 
trolled patient ; but with a large number of cases and 
over long periods it is difficult to assess control more 
accurately. Patients have been placed in the ‘ poor” 
category if any of the following points have been 
observed : thirst, nocturia, or polyuria over continuous 
periods of four weeks or more at any time after the initial 
period of treatment; ketosis over a similar period of 
time, or persistent glycosuria to the degree of two or 
more pluses with the quantitative Fehling’s test. <A 
record of a fall in weight was useful in drawing attention 
to poor contro) and was usually associated with persistent 
glycosuria, Patients were always placed in the “ poor’ 
contro) category if they had defaulted from attendance 
for longer than six months, 

These features were assessed when the patient attended 
at the outpatient clinic at intervals varying from one to 
sixteen weeks. The specimen of urine tested at each visit 
was a twenty-four-hour, an early-morning, or a midday 
sample, according to the physician’s request at the 
previous visit. When patients with glycosuria complained 
of hypoglycemic symptoms, blood-sugar and urine 
examinations were done at the same time in an attempt to 
eliminate the possibility of a low renal threshold for sugar. 

308 patients were placed in the category of ‘ fair’ 

control, of whom 44% had vascular disease in some form 
or other (11% had retinopathy, and 6% albuminuria). 
In comparison, 237 patients were deemed to have been 
‘ poorly ’’ controlled, and of these 65% had vascular 
disease (38% had retinopathy, and 19% albuminuria). 
These over-all figures cannot, however, give a true picture 
of the relationship of control of the diabetes to the 
incidence of vascular disease unless considered along with 
the age of the patients and the duration of the diabetes. 
The two categories therefore of “ fair’? and poor” 
control have been compared in four sections—two 
groups of over and under ten years’ duration of diabetes 
each subdivided into two groups of over and under the 
age of 50 (table rv). Considered in this way it is apparent 
that whatever the age of the patients and whatever the 
duration of the diabetes, the incidence of vascular disease 
is higher among those who have been poorly controlled 
than in those who have been well controlled. This is 
particularly noticeable in the groups of younger diabetic 
patients under the age of 50. 


Discussion 
Lundbaek (1954) gives good reasons for believing that 
there is a specific type of vascular disease in diabetes, 
which he calls ‘ diabetic angiopathy.” Any study of 
vascular disease in diabetes tends to support this concep- 
tion in that there appears to be a form of arteriolar and 
capillary degeneration which is peculiar to diabetes, and 
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albuminuria. The figures of this series show that the 
incidence of retinopathy and albuminuria does not 
increase greatly with age as does that of other forms of 
vascular degeneration, but rather is related to factors 
concerning the diabetes itself, such as the duration of the 
disease and its control. It is still debatable whether the 
pathological processes of diabetic angiopathy are identical 
in both retinopathy and nephropathy. Nevertheless 
there is a very close association between the incidence 
of the two conditions, and the patient with albuminuria 
usually has retinopathy as well. The fact that in this 
series of 64 patients with albuminuria only 48 were found 
to have retinopathy is not regarded as significant. Quite 
possibly early retinal changes such as the presence of a 
few micro-aneurysms, may have been overlooked during 
the somewhat cursory ophthalmoscopic examination 
in a busy outpatient department. 

It is already well recognised that the length of time 
during which a patient has suffered from diabetes is the 
most important single factor in the incidence of its 
vascular complications. This fact is clearly demonstrated 
in this series and is most readily confirmed when the 
figures for retinopathy are summarised. Of 170 patients 
who had had diabetes for ten years or more, 46% were 
found to have retinopathy, whereas of 375 patients who 
had had diabetes for less than ten years only 9%, were 
found to have retinopathy. 

Most workers agree that good control is important in 
the prevention of the vascular complications of diabetes. 
Opinions differ, however, about the degree of control 
which is most desirable. It has been indicated in this 
paper that persistent glycosuria is regarded as incom- 
patible with good contro). In contrast to this Larsson 
et al. (1952) in Stockholm gave diabetic children a 
‘** free’? diet covered by ‘‘ controlled insulin treatment ”’ 
which permits a certain degree of glycosuria not exceeding 
40 g. glucose in twenty-four hours. They suggested that 
in their series of 247 children so treated the frequency 
of retinopathy and albuminuria was no higher than in 
patients from other clinics. The incidence of retinopathy 
and albuminuria was in fact higher in the Stockholm 
series than in those under 50 in this series from Edinburgh 
(table v). The two series are not strictly comparable, 
because the majority of patients in the Stockholm series 
were under the age of 30; but this does not affect the 
more favourable figures of the Edinburgh series because 
young diabetic patients tend to avoid complications 
longer than older patients even when poorly controlled. 
There seems little doubt that more accurate control 
which aims at freedom from glycosuria is highly impor- 
tant in the prevention of vascular complications. This 
view is strongly supported by Wilson et al. (1951). In 


TABLE IV-—-VASCULAR DISEASE AND CONTROL OF DIABETES 


Percentage with 
Control; Age-group (yr.) bg : 
Vascular; Retino- | Albumin- 
disease pathy uria 
Fair | Duration under 
10 years 
Age under 50 87 6 
Age over 50. 148 61 9 4 
Duration over 
10 years: 
Age 28 29 21 11 
Age over 50. 45 76 33 20 
Total ..|308| 44 
Poor | Duration under 
10 years : 
Age under 50 61 18 10 3 
Age over 50.. 79 81 19 16 
Duration over 
10 years: 
Age under 50 | 44 68 59 27 
Age over 50.. 53 91 60 36 
Total o+ | 337 65 33 19 
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TABLE V-——-COMPARISON OF THE INCIDENCE OF RETINOPATHY 
AND ALBUMINURIA .IN STOCKHOLM AND EDINBURGH SERIES 


| | Percentage with 
Series | Duration (yr.) | No. 
Retinopathy | Albuminuria 
Stockholm .. 0-4"/, 5 1-8 
5-91), 46 | 13 
10-14"), 53 54-7 33-0 
Over 15 33 72-7 30-3 
Edinburgh .. Under 5 101 1 | a 
47 11 4 
10-1 4 39 38 18 
15 and over 33 52 24 


patients who had suffered from diabetes for more than 
ten years they found moderate or marked retinopathy 
in 55% of 159 whose control had been poor, and in 
only 19% of 37 whose control had been good or excellent. 
Allowing for variations in the criteria of control and in 
the assessment of retinopathy, their figures are com- 
parable to those of this series concerning patients who 
had had diabetes for ten years or more, Among such 
patients in this series retinopathy was found in 60% 
of 97 with “ poor’’ control and in only 27% of 73 with 
‘fair’? control. It may be argued that even when 
control appears to have been adequate this is not invari- 
ably an insurance against vaseular complications. An 
assessment of a large number of patients with really 
excellent control has not been made in this series, and 
the dividing line between ‘ fair’ and ‘‘ poor ”’ control is 
bound to be indefinite, so it is difficult to draw hard and 
fast conclusions. If a diabetic could keep himself con- 
trolled to perfection—i.e., normoglyczmic for the whole 
of his life—he would possibly be no more prone to 
vascular complications than a non-diabetic patient, and 
might never develop retinopathy or nephropathy. At 
any rate the evidence indicates that these complications 
occur much more commonly in those whose management 
has been inadequate. 

Accurate management involves exact dieting, and this 
is the only way to minimise hyperglycemia. In the few 
patients of this series whose diet had been “ free’’ 
according to the standards of Forsyth et al. (1951) 
hyperglycemia and persistent glycosuria were common, 
and such patients always fell into the category of ‘‘ poor ”’ 
control with a high incidence of complications. Further- 
more it is the experience of this clinic that control can 
only be achieved by regular attendance at a diabetic 
outpatient department. 


Summary 


545 diabetic patients of all ages and 574 non-diabetic 
patients over the age of 50 have been examined for 
vascular disease. 

Vascular degeneration was found in 53% of the 
diabetic patients, of whom 21% had retinopathy and 
12% had albuminuria, 

The incidence of vascular disease increased with age, 
and over the age of 50 years was higher in the diabetic 
than in the non-diabetic patients. The incidence of 
retinopathy and albuminuria, considered separately, did 
not show such a progressive increase with age. 

Vascular disease was commoner among those who 
required insulin, and increased with the duration of the 
diabetes. Of patients who had had diabetes for less than 
ten years, only 9% had retinopathy and 5% albuminuria. 
Of those who had had diabetes for ten years or more, 
46% had retinopathy and 26% albuminuria. 

The incidence of vascular disease was much higher 
with poor’’ than with fair ’’ control of the diabetes. 
Of 308 patients with “‘ fair ’’ control 11% were found to 
have retinopathy and 6% albuminuria, but of 237 
patients with “ poor ’’ control 38% were found to have 
retinopathy and 19% albuminuria. 


My thanks are das to Prof. D. M. Dunlop, under whose 
charge the diabetic patients were examined, and I am indebted 
to him for his advice, I am also most grateful for the help 
given by Sister A. Buchan, Sister A. K. Cameron, and the 
staffs of the dietetic and medical outpatient departments of 


the Royal Infirmary, Edinburgh. 
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ELECTROLYTE DISTURBANCES 
ASSOCIATED WITH FAILURE TO META- 
BOLISE GLUCOSE DURING HYPOTHERMIA 


Victor WYNN 
M.D. Melb. 
SENIOR LECTURER IN SURGERY, ST. MARY’S HOSPITAL MEDICAL 
SCHOOL, LONDON 


"THE following observations suggest that the metabolism 
of glucose is greatly reduced when the body-temperature 
is lowered. If glucose is given, hyperglycemia results 
and: the plasma-electrolyte and plasma-protein levels 
fall. A possible explanation of these changes will be 
given later. Although induced hypothermia may be 
useful it is not without risk. Therefore it would seem 
worth while to record an example where the infusion of 
5% glucose in water, which at normal temperature would 
have been safe, produced during hypothermia a large 
and possibly hazardous alteration in the “ milieu 
intérienr.”” These observations also show that the 
interpretation of changes of plasma-electrolyte and 
plasma-protein levels may be uncertain, unless the 
plasma-glucose level is known (Seldin and Tarail 1950). 


Case-report 

Case 1 ey woman, aged 40, had a spontaneous thrombosis 
of the aorta extending from just below the renal arteries to the 
bifurcation of both common iliac arteries. The aorta was 
successfully reconstructed with a frozen aortic homograft. 
Because the operation involved cutting off the renal blood- 
flow (for 57 minutes), induced hypothermia was used. 

Anesthesia and hypothermia.—Promethazine 50 mg. and 
pethidine 100 mg. were given intramuscularly before the 
operation. Anesthesia was induced with thiopentone 0-4 g., 
suxametbonium chloride (‘Scoline’) 75 mg., and curare 
15 mg., and maintained with nitrous oxide and oxygen. During 
the operation pethidine 160 mg. was given in divided doses. 
Intravenous and intra-arterial infusions of 5% glucose in 
water were set up, the intravenous as a convenient channel 
for the administration of drugs, and the intra-arterial in 
preparation for intra-arterial transfusion. The body-tempera- 
ture was reduced to 30°-28°C (86-0°-82-4°F) by surface cooling 
with ice, begun as soon as anesthesia was induced. The 
operation lasted twelve hours. 

Fluid balance and biochemistry during hypothermia.— 
Arterial blood was taken for analysis before operation and 
41/, and 9 hours after hypothermia had been established. In 
4!/, operative hours, about 900 ml. of 5% glucose in water 
and 750 ml. of citrated blood. were infused. In 9 hours, 
altogether about 1300 ml. of 5% glucose in water and 1500 ml. 
of citrated blood were given. The blood given probably 
exceeded the loss. The urine passed during this time was 
430 ml.; hence, if one assumes an insensible loss of 300 ml 
of water in perspiration, the water gained from the beginning 
of the operation was small, perhaps 600 ml. Nevertheless the 
plasma-electrolyte and plasma-protein levels fell steeply 
during the operation (table 1). At 4!/, hours the plasma level 
of sodium (Na) had fallen from 135 to 123 m.eq. per 
litre, of chloride (Cl) from 96 to 85 m.eq. per litre, of 
potassium (K) from 3-5 to 2-75 m.eq. per litre, of bicarbonate 
(HCO,) from 25-1 to 20-0 m.eq. per litre, and of total proteins 
from 8-25 to 7-0 g. per 100 ml. The 9-hour specimen of plasma 
showed similar changes and, in addition, its glucose level was 
very high—1040 mg. per 100 ml, None of the 4*/,-hour plasma 
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sample remained for the estimation of 


glucose. 


water was infused which, at normal 
body-temperature and in 9 hours, 
would not have been expected to 
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Discussion if DOG 
GLUCOSE INJECTIONS 
In case 1 an amount of glucose and 800+ tT tT > = 
3 
INSULIN a¢ 
veer lV. 


produce significant changes in the 
blood-sugar level or in the composition 
of the blood. Normally the glucose 
would have been metabolised and the 
water excreted or, if retained, it would 
have been distributed over the whole 
body-water. Thus, in another patient, 
whose temperature was normal and 
who was anzesthetised, curarised, and 
given 900 ml. of 5% glucose in water 
infused over 4 hours, no notable 
changes were found in the blood- 
plasma. It therefore seemed likely } 
that hypothermia was responsible for "sf 
the failure of glucose metabolism in 
ease 1. Further evidence was that 
subsequently, in case 1, an intravenous 


PLASMA-GLUCOSE (ing. per 100 mi.) 


glucose-tolerance curve was normal ; 0 
hence pancreatic diabetes can be 
excluded. 

During the operation case 1 received 
about 74 g. of glucose (65 g. from 
the glucose infusion and about 9 g. from the plasma 
of the citrated blood). The rise in plasma *-glucose 
level was 962 mg. per 100 ml. of plasma water; hence 
the calculated volume of distribution of the glucose 
—amount given (mg.) divided by change in concentration 
(mg. per litre)—was 7-7 litres. This assumes an equal 
distribution between the plasma and the rest of the 


TABLE I—PLASMA CHEMISTRY IN CASE 1 


Levels in arterial] plasma Total Glucose 
Hours (m.eq. per litre) protein ( 

Date | of op- j|__ pH | (eg. per sity 
eration 100 a ) 
Na | kK | a | HCO, ml.) . 
Jan. 27 0 135 | 3-60 96 25-1 | 7-41 8-25 145 
123 | 2-75 85 20-0 7:38 7-00 
9 9 123 | 3-00 83 20-5 7:34 oa 1040 
Jan. 29 131 | 3-60 90 74 | 7-42 ee a 
Feb. 22 138 | 4-40 | 100 27-0 | 7-42 6:70 77 


Intake during operation: at 4'/, hr. 900 ml. of 5% glucose in 


water, and 750 ml. of citrated blood ; at 9 hr. 1300 ml. of 5 % glucose 
in water, and 1500 ml. of citrated blood. 

Output: urine 430 ml. +assumed insensible loss 300 ml. 

(Zsophageal temperature 28°-30°C (82:4°-86-0°F). 
extracellular fluid (£.c.F.). Case 1 weighed 47-7 kg. ; 
hence the volume of distribution of the glucose (7-7 litres) 
is 16% of her body-weight, which is an average figure for 
the volume of the £.c.F. in women. The interpretation of 
this finding is complicated by at least two factors : 
(1) hypothermia alone, even if no glucose is given, may 
raise the blood-sugar level (see below); and (2) the 
observations are unlikely to represent equilibrium 
values, because the infusion of glucose was continuing 
when the biood for analysis was withdrawn. But the 
observations suggested that in case 1, during hypothermia, 
exogenous glucose was not metabolised to any extent 
and was confined to the §£.c.F. 

Not all the other biochemical changes observed in the 
plasma in case 1 need have the same cause, but they 
suggested that tlre E.c.r. had been diluted by water 
(Wynn and Rob 1954). Theoretically this could be 
accounted for in the following way : 


There is evidence that an active mechanism is involved in 
the transport of glucose across the cell membrane, and that if 


* The usual correction for plasma-water level was made by multi- 
plying the observed plasma value by the fraction 
100 
100 -g. protein per 100 ml. 


i 
60 120 
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240 420 
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300 360 630 


Fig. |—Glucose-tolerance curves in 5 dogs and case 2: broken lines normal temperature ; 


continuous lines, hypothermia. 


glucose is not metabolised it does not diffuse passively into 
the cells (Stadie 1954). 

Glucose confined to the §.c.¥. raises the effective osmotic 
pressure of the E.c.¥. This effect was first demonstrated b 
Verney (1947), and later by Seldin and Tarail (1950), who 
showed its importance in the metabolism of water and 
electrolytes in diabetes mellitus. 

Glucose confined to the E.c.F. would retain water with it 
or actually draw water from the cells. The volume of the 
E.C.F. would increase, the plasma volume increasing as well, 
and the increased water-content would be reflected by evidence 
of dilution. The plasma-solute levels would fall. 

As described elsewhere (Wynn and Rob 1954), the plasma- 
Na] level ¢ falls regularly when the £.c.¥. is diluted with water, 

ut changes in the other electrolytes are less constant, because 
they may be affected by other variables, 

The interpretation offered for the findings in case | 
was tested by experiment. 


Experimental Procedures 

Intravenous glucose-tolerance curves and plasma- 
electrolyte and plasma-protein levels were studied in 
five dogs and in a second patient (case 2) during anzs- 
thesia and hypothermia (figs. 1 and 2). In three dogs 
the blood-stream was cooled, and two dogs underwent 
surface cooling with ice (table m1). The anzxsthetic was 
intravenous thiopentone except in one dog, in which 
chloralose was used. Two dogs were given artificial 
respiration with a Starling pump ; the remainder breathed 
spontaneously but were given oxygen through an intra- 
tracheal tube (table 1). Curare was not used in the dogs ; 
hence there was slight shivering and jactitatory move- 
ments, and in dog 5 such muscular activity was very 
evident throughout the experiment. The period of normal 
temperature is shown in the graphs in fig. 1 by the 
broken lines, and the duration of hypothermia by the 
continuous lines. Cooling to the deep rectal temperature 
recorded in table 1 was usually achieved in about 1 hour 
in the dogs but took 2'/, hours in case 2. The dogs 
received no fluids, and (at the times recorded in fig. 1 
by the labelled arrows) glucose was injected as a 50% 
solution into a large vein, 5 minutes being taken over 
the injection. The amounts injected are given in table u. 
Only three dogs received glucose during anesthesia at 
normal temperature (table 11). Dog 3 was given 25 units 
of soluble insulin intravenously fifteen minutes before 
the glucose was given during hypothermia. Case 2 was 


+ [Na] represents sodium concentration expressed as m.eq. per litre. 
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anesthetised, curarised, and cooled 


like case 1. Before operation an 
intravenous glucose-tolerance test was 
normal. During the operation case 2 


received heparinised blood and only 75+ 

300 ml. of 2-5% glucose in water 

(7-5 g. of glucose) until the glucose- - ror 
tolerance curve was obtained. He Ny 65> 

was then given intravenous glucose SS 6-0F 

25 g. as a 50% solution. Over the && pete. 
subsequent 6 hours 400 ml. of 
heparinised blood was given, about 

equal to the amount of blood lost, 2 

and 100 ml. of 2-5% glucose in water. & 45°F 

Chemical Methods 40F 


INSULIN 


Arterial blood was analysed by 
methods previously described (Wynn 
and Rob 1954). The pH (table 1) 
was estimated, at the end of the 


a 


experiment and at the temperature 
obtaining when the blood was drawn, 
by Stadie’s (1931) method. Sugar 


was estimated by a modification of 
the method of Folin and Wu. The 
plasma was used because in the dog . 
the red cells contain very little free 


PLASMA-SOOIUM 
(meq. per litre) 


8 
%) 


glucose (Pogue et al. 1953). The 
calculated volume of distribution of 
glucose (Vg, table 1) was derived 
by dividing the amount of glucose given (mg.) by the 
observed rise in plasma-glucose level (mg. per litre of 
plasma water) 30 minutes after the injection of glucose. 


Results 


(1) During anesthesia without hypothermia no large 
rise in plasma-glucose level took place when glucose was 
given (fig. 1). 

(2) The effect of hypothermia alone on the plasma- 
glucose level varied from 0 to 100% rise (fig. 1). 

(3) During hypothermia, 30 minutes after glucose was 
given, the plasma-glucose level was very high, and 
subsequently in dogs 1, 2, and 4 and in case 2 it fell 
slowly (fig. 1). In these four experiments only about 30% 
of the administered glucose was metabolised in 2-2'/, 
hours, judged by the fall of glucose level. In dog 3, which 
was given insulin, although the peak concentration at 
30 minutes was little affected, the subsequent fall was 
much increased, and at 105 minutes the plasma-glucose 
level was approaching the pre-injection level. The rate 
of metabolism of glucose in the dog that shivered most 


Fig. 2—Plasma-Na 


TABLE II—TREATMENT AND FINDIN 


a 


L iL 
120 180 240 300 360 420 630 
MINUTES 


and plasma-protein levels during anzsthesia and hypothermia. 


(dog 5) was intermediate between that of the first group 
and that of dog 3. 

(4) The abnormal glucose-tolerance curve was inde- 
pendent of the method used to produce hypothermia, the 
duration of hypothermia, the body-temperature between 
24° and 30-5°C, the anesthetic used, changes in pH, and 
the amount of glucose given (table 11). No difference was 
observed between dogs given glucose during anesthesia 
and before hypothermia and those not given glucose 
during this period (table 1). 

(5) .The*caleulated volume of distribution of glucose 
(Vg) 30 minutes after the injection during hypothermia 
varied from 19-0 to 27-5% of the body-weight (table 1m). 
The E.c.F. volume of dogs is normally about 20% of the 
body-weight (Walser et al. 1953, Wolf and McDowell 
1954) and in man about 17% of the body-weight (Schwartz 
et al. 1950). So Vg was- alos to what would be expected 
if the glucose was confined to the E.c.r. The highest 
values of Vg were observed in dog 3 given insulin and in 
dog 5¢hat shivered most ; possibly, in these two experi- 
ments, some of the glucose given entered the cells. 


GS IN FIVE DOGS AND IN CASE 2 


Dog 1 Dog 2 | Dog 3 Dog 4 | Dog | Cove 2 
© 17-0 23-7 23-5 23-2 | 58-0 
Anesthetic .. | Thiopentone| Choralose | Thiopentone Thiopentone | N,O, Og, 
curare 
Method of hypothermia’ 4 B.S. B.S. B.S. 8.0. 8.0. 
Respiration es Artificial Artificial | Spontaneous Spontaneous | Artificial 
Rectal tem p. 25-0 27-0 27-0 24-0 | “30:5 
Arterial ile 7-19 7°38 7-26 7-0 28 7°39 
ven (g.)* ee 20-0 25-0 25-0 20-0 | 15-0 25-0 
Rise of plasma-giucose level (mg. rad ‘100 ml.)¢ + 622 446 403 | 425 | 285 } 227 
Vol. of glucose res)* oi re 3-20 5-60 6-20 | 4-70 5°25 11-0 
Ve. as % of body-weight 19-0 23°5 26-0 | 20-0 } 27-5 19-0 
Fail in £.C.F.-[Na] level (m.eq. per litre)* ss 11-6 9-5 11-0 8-0 75 | 7-0 
fall in &.c.F.-[Na] (m.eq. per litre)? 10-0 0 9- 8-0 6-5 | 4-5. 
Fall of Rea fa protein level (g. per 100 ml.)* | 1-45 | 1-15 | 0-85 0-65 | 0-40 0:55 
100 ml.) 0-45 0:35 0-35 | 0-30 0-30 0-25 


1. Amount of glucose given (50 % solution) at normal temperature. 
2. B.S., blood-stream cooling ; 8.C., surface cooling. 

3s. Amount of glucose given 2 (50 % solution) during hypothermia. 


Difference in plasma-glucose levels (mg. per 100 ml. of plasma water) before and 30 minutes after glucose injection during hypothermia. 
fue 


5. Theoretical volume of distribution of g 


litre (4). 
6. The fall in £.c.F.-[Na] level is the difference between £.c.F.-[Na} 
hypothermia. The E.c.¥.-[Na] level is derived frova the plasma-{ Na) 


ucose derived by dividing amount of glucose given (mg.) by rise of plasma-glucose level per 


levels before, and 30 minutes after, the injection of glucose during 
level as described in the appendix (see footnote ($) on p. 578). 


7. This refers to the calculated fall of E.c.F.-{Na] level due to the postulated osmotic effect of glucose. 
8. The observed difference between the peng protein levels before, and 30 minutes after, the injection of glucose during hypothermia. 
9. The calculated fall of plasma-protein level if plasma volume increased in proportion to the theoretical change of £,.c.F. volume. 
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(6) The plasma-[Na] was relatively constant during 
anesthesia, whether glucose was given or not, and 
during hypothermia (fig. 2). When glucose was given 
during hypothermia, the plasma-[Na] fell steeply. If 
one assumes that 30 minutes after the glucose was 
given it was confined to the E.c.F. and that water 
was drawn from the cells to restore the osmotic equili- 
brium between the cells and the £E.c.F., it is possible to 
predict t the fall of plasma-[Na] which could follow such 
dilution of the £.c.F. Osmotic theory would predict 
that the plasma-[Na] would fall by about 1 m.eq. per 
litre for every 54 mg. per 100 ml. (3 mM per litre) § 
rise in plasma-glucose level. This figure would be slightly 
different if the proportion of £.c.F. volume to total body- 
water was substantially different from an assumed 
proportion of 1:3. Reference to table 1 will show that 
the observed fall of plasma-[Na] 30 minutes after glucose 
was given was close to that calculated on theoretical 
grounds. Subsequently, when the glucose level fell 
substantially (in dogs 3 and 5, and case 2 during 
rewarming), the plasma-[Na] rose (fig. 2). Attention 
is drawn to a discordant plasma-[Na] in dog 2 at 330 
minutes which was unexplained. In these experiments 
the amount of total body-water was virtually unchanged 
by the injection of hypertonic glucose. Clinically glucose 
is more usually infused as an isotonic (5%) solution. In 
this case, if there was no loss of water from the body and, 
no metabolism of glucose, such an infusion would not 
alter the osmotic pressure of the £.c.F., and the water 
infused would be retained in the E.c.r. Theoretically 
the dilution of the £.c.F. would cause the plasma-[Na] 
to fall by 1 m.eq. per litre for only 36 mg. per 100 ml. 
(2 mM per litre) rise in plasma-glucose level. These 
figures reveal that the plasma-[Na] may be significantly 
altered by a reasonably small increase in £.C.F.-glucose 
level when glucose is not metabolised. 

(7) Changes in the other electrolytes measured—K, 
Cl, and HCO,—were not so clear-cut as were the Na 
changes, and it would complicate this account unneces- 
sarily to describe them. Reference has already been made 
to the fact that they are subject to the effects of variables, 
other than dilution, which are difficult to control. 

(8) The plasma-protein levels in the dogs were rela- 
tively constant during anesthesia, whether glucose was 
given or not, and during hypothermia (fig. 2). In case 2 
unexplained fluctuations occurred ; 80, in what follows, 
case 2 is excluded, as it is from fig. 2. After the glucose 
injection during hypothermia the plasma-protein level 
fell. The fall was substantially greater than would have 
been predicted if the plasma volume increased in propor- 
tion to the increase in the E.c.F. volume generally 
(table 11). This suggests that the plasma volume expanded 
more than the rest of the E.c.F. The amount of hemo- 
globin (Hb) rose progressively during hypothermia in 
the dogs, and therefore could not be used to depict 
changes in plasma volume following the injection of 
glucose. But the mean corpuscular haemoglobin con- 
centration (M.C.H.C.) increased after acute hyperglycemia 
in three dogs in which it was studied. This was evidence 
that hyperglycemia caused the withdrawal of water from 
the red blood-cells. 

Conclusion 

The experimental results show that hypothermia 
greatly reduces the rate of metabolism of glucose although 
pronounced shivering modifies this effect, as does a large 
dose of insulin. During hypothermia the calculated 
volume of distribution of glucose, 30 minutes after it was 
given, was close to the expected volume if the glucose 
was confined to the E.c.F. Osmotic theory would predict 
that, if glucose was excluded from the cells after the 
injection of hypertonic glucose, water would move from 
the cells to the £.c.F., and the £.c.F. solutes would be 
+ A description of the ay of prediction can be obtained from 


the office of Tor Lanc 
§ mM =0-001 


diluted. Body-water being unchanged, the predicted fall 
of plasma-Na level would be about 1 m.eq. per litre 
for every 54 mg. per 100 ml. rise in plasma-glucose level. 
This predicted fall was close to what was observed. Other 
evidence that water passed from the cells to the E.c.Fr. 
because of the osmotic action of glucose was that the 
plasma-protein level fell. These experimental observa- 
tions support the interpretation offered to explain the 
biochemical changes observed in case 1. It follows, then, 
that during hypothermia an infusion of 5% glucose in 
water may not be as safe as usual, and that large amounts 
of glucose should not be given. If an infusion is necessary, 
the usual glucose load can be reduced by half by using 
2-5% glucose in water. Alternatively, a saline infusion 
could be used. Finally, these observations show clearly 
that large changes in plasma-Na and plasma-protein 
levels may occur without any change either in total 
body-water or in the total amount of Na or protein, 
because of the osmotic action of glucose. Therefore the 
interpretation of such changes may be uncertain unless 
the plasma-glucose level is known. 


Summary 

During induced hypothermia in man and dogs exo- 
genous glucose is metabolised slowly. 

If glucose is given, hyperglycemia develops and the 
plasma-Na and plasma-total-protein levels fall. The levels 
of other electrolytes in the plasma may also fall. This 
effect is due to dilution of the £.c.F. by water. 

The increased water-content of the £.c.F. is due to the 
osmotic effect of glucose, which, if water is given, retains 
it in the £.c.F. or, if no water is given, withdraws it from 
the cells. 

To avoid these changes glucose intake should be 
restricted during hypothermia. 

The interpretation of low plasma-Na and plasma- 
total-protein levels may be uncertain unless the plasma- 
glucose level is known. 

I am indebted to my colleagues in the Surgical Unit who 
operated on the two patients studied and on the dogs, and to 


Dr. C. A. Cheatle, Dr. H. C. Churchill-Davidson, and Dr.I. K. 
R. McMillan, who were responsible for the hypothermia in the 


two patients. I have had valuable technical assistance from 
J. K. Fawcett and Elizabeth Lahey. 
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Tue search for the sources of intrinsic factor in the 
gastro-intestinal tract has most often been conducted by 
testing crude extracts of mucous membrane from the 
various regions for their intrinsic-factor activity in 
patients with pernicious anemia. In the pig, activity is 
_— in mucosa from the antrum, cardia, and duo- 
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denum, and absent or slight in mucosa from the fundus. 
In man, activity is mainly found in the fundal mucosa. 

Many investigations have been made with whole 
gastric juice of man, but otherwise there has been little 
work on gastro-intestinal secretions. 


Castle et al. (1930) found no intrinsic-factor activity in 
juice collected from the duodenum of a normal human subject. 

Landboe-Christensen and Bohn (1947), using young pigs, 
formed a fistula from the duodenum immediately below the 
pylorus. Daily doses of 150 ml. of the secretion from this 
fistula were given to two patients with pernicious anemia in 
relapse, on an ordinary diet. One of these did not respond 
but the other developed a reticulosis of 8% and showed a rise 
in hemoglobin and red-cell count. 

Landboe-Christensen and Wandall (1953) collected juice 
from pyloric fistule in pigs, and in daily doses of 150 ml. this 
produced a hemopoietic response in two patients with 
pernicious anzmia in relapse. 

Burstall et al. (1953) stated, without giving details, that they 
had demonstrated intrinsic factor in juice from pyloric 
fistule in pigs; these fistula contained some fundal mucosa 
to produce acid with a view to diminishing infection. 


Experimental 


In the present experiments juice from pyloric and - 


duodenal fistule in pigs has been examined for intrinsic- 


factor activity in man. 


Methods 

Young female pigs weighing 15-20 kg. were used. 
After recovering from operation they appeared in good 
health and gained weight normally. 


For the pyloric fistule the muscle of the stomach was 
incised longitudinally on the anterior surface, and through 
this incision the mucosa was divided round the circumference 
of the stomach at the level of the beginning of the pyloric 
antrum. The upper and lower cut ends were insewn, and the 
continuity of the fundus with the intestine restored by a 
posterior gastro-enterostomy. The pyloric ring was cut 
across and the duodenal end insewn. The antral end was 
sewn into the mid-line incision, thus forming a stoma through 
which the pyloric pouch drained. 

Duodenal fistule were formed from the portion between 
the pylorus and the entry of the pancreatic duct. Either the 
bile-duct was transplanted or the fistula was taken from 
below its point of entry. Continuity of the intestine was 
restored by end-to-end anastomesis. The lower end of the 
fistula was sewn into the wound as with the pyloric pouch, 


except in one animal in which a Fluon cannula was inserted 


TABLE I—INTRINSIC-FACTOR ACTIVITY OF PIG PYLORIC 
SECRETION 
(Tests on each subject were done as a series in the order 
shown, generally at intervals of a few days. The control 
tests on subject I are shown again in table m1, because the test 
on duodenal juice was included in the same series.) 


| Radio- 


Preparation | Subject otivity Conclusion 
| | (%) | 
Whole juice = A Bu | 90 | 
| | Bis + juice | 36 Active 
| | Bi } 95 | 
| | Bye + juice | 32 | Active 
Bis 91 
G | By 
B,. + juice 41 | Active 
Bi 386 | 
By, + juice 42 | Active 
Bu 90 
C Bis 92 | 
Bu + juice | a6 | Active 
| By + juice | 41 | Active 
Bis | 99 
Fractions I | Bas 79 
B,, + filtrate 49 | Active 
| By, + residue | 69 | ? Slightly 
active 
Bi: 99 
5 
B,, + residue | 94 Inactive 
50 ' Active 


| Bis + filtrate | 
| 


TABLE II-——INTRINSIC-FACTOR ACTIVITY OF PIG DUODENAL 
SECRETION. SEE LEGEND TO TABLE I 


| Radio- | 
Preparation |Sublect | | | | Conclusion 
| (%) 
Whole juice S| Bu | 95 | 
Bis + juice 61 | Moderately 
} } active 
| Bas 91 | 
I | Bu 79 
| Big + juice | 37 Active 
1s | 99 
Fractions | P By | 88 j 
| B,, + filtrate | 53 | Active 
| By, + residue 73 | ? trace 
} } activity 
| probab y 
| | nsignificant 
l. B,, + filtrate 75 | trace of 
| | activity, 
| | robably 
| nsignificant 
| Big 82 
w Bis | 74 
- | Buy + filtrate 42 | Active 
By, + dialyse 52 | Active 
| filtrate | 


From the fistule sewn into the wound, juice was 
collected into a ‘ Pyrex’ or plastic vessel placed over the 
opening and tied in place with a bandage. The cannula 
was threaded to take a collar onarying a rubber collecting- 
balloon. 


The juice collected each day was whipped with a flattened 
and sharpened stainless-steel wire, to destroy the gross 
structure, and centrifuged. It was then acidified to pH 2 and 
stored at 4°C for forty-eight hours, by which time contami- 
nating bacteria had largely disappeared. Cultures made at 
this stage were either sterile or showed only a few colonies 


of saprophytic organisms. 3 juice was then stored frozen 
at —12°C at pH 2 or pH 6-5-7- 


For fractionation the fresh sictiel or faintly alkaline juice 
was passed through a sintered glass filter (porosity “‘ 5 on 3”), 
which retained virtually all the viscosity-raising material. 
The residue and filtrate were acidified to pH 2 for forty-eight 
hours at 4°C as above. On one occasion filtrate of duodenal 
juice was dialysed repeatedly against N/100 HCl, and the 
dialysed material, which contained only 35 mg. of solid 
matter, was tested for activity. 

Intrinsic-factor activity was detected by the method 
introduced by Welch and Heinle (1951). The preparation 
under test is given by mouth to patients with pernicious 
anemia, together with vitamin B,, containing radioactive 
cobalt. Its effect on the absorption of the vitamin is 
estimated by measuring the amount of radioactivity that 
appears in the feces. The technique used has been 
described by Callender, Turnbull, and Wakisaka (1954). 
Tests were made with doses of 100 ml. of whole pyloric 
or duodenal juice, with filtrates and residues equivalent to 
100 ml. of original juice, and with the dialysed product, 
equivalent to 50 ml. of duodenal juice, already mentioned. 
The six samples of whole pyloric juice used were all taken 
from a large pooled batch. The other tests were made 
with smaller batches each representing three or four days’ 
collection. 

Results 

The results are shown in tables 1 and 1. In all except 
2 of the patients with pernicious anemia on whom assays 
were done the excretion of vitamin B,, given alone by 
mouth was measured at the beginning and end of the 
series of trials, and sometimes in the middle as well. In 
19 control experiments on 8 patients the amount of 
vitamin excreted varied from 74 to 99%, with a mean 
of 89:6%. In 6 tests on 3 patients given 100 ml. of 
pooled pyloric juice together with vitamin B,, the 
proportion of the dose excreted was considerably reduced, 
the range being 26 to 42%, which is approximately 
that of normal subjects. Thus, within the limits of this 
test, 100 ml. of pyloric juice enabled normal absorption 
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of vitamin to take. place. Pylori filtrate was active 
(2 tests) and residue inactive or doubtfully active (2 
tests). 

cee tests were done with duodenal juice, and the 
results were not so regular, only 1 out of 2 samples of 
whole juice showing substantial activity, and only 2 out 
of 3 filtrates being active. The dialysed filtrate from 
50 ml. of duodenal juice apparently possessed intrinsic- 
factor activity in the single test done, although the total 
weight of solid matter in the sample was only 35 mg. 
This material contained 9:4% N (Kjeldahl), and after hydro- 
lysis at 100°C in 4N HCl liberated 3-2% hexosamine and 
2-45% reducing sugar (as glucose). A very small precipitate 
which formed during dialysis was spun down and found to 


contain hexosamine ; the material precipitated by half and 
by full saturation with ammonium sulphate and the non- 


precipitated residue also contained hexosamine. Thus no 
clue was obtained as to the fraction most or least likely to 
contain intrinsic factor. 

Discussion 

Tho results obtained from examining the secretions of 
pyloric and duodenal pouches in the pig for intrinsic- 
factor activity confirm the belief that in this species 
intrinsic factor is secreted by the mucosa of the pylorus 
and duodenum. The activity is not associated with the 
main mucin fraction, but the present observations do not 
rule out the possibility that intrinsic factor is a muco- 
substance. Glass and his colleagues have prepared a 
‘* mucoprotein’’ from human gastric juice which they 
believe comes from the fundal glands. 50-100 mg. of this 
preparation daily by mouth produced remission in 
patients with pernicious anemia (Glass et al. 1951). 
In one of the present observations 35 mg. of non- 
dialysable material from duodenal filtrate was apparently 
active. The main mass of mucus had been left behind 
on a fritted glass filter at an earlier stage and showed, at 
the most, only a trace of activity. 

Latner, Merrills, and Raine (1954) claim to have 
obtained from pig gastric mucosal extracts a homogeneous 
mucoprotein with intrinsic-factor activity in doses as 
small as 1 mg. Pyloric or duodenal juice from the pig 
might be a good starting material from which to confirm 
their work, especially as their presentation has been 
somewhat severely criticised (Glass 1954). 

The interesting question which cells produce intrinsic 
factor cannot be settled from these observations. It 
seems most profitable at present to consider the problem 
independently for man and the pig—the two species 
about which most is known—since the distribution of the 
factor in the mucosa is so different in the two. Glass 
has always maintained that in man his ‘‘ mucoprotein ” 
comes from the mucoid neck cells of the fundus ; but in 
the pig these do not seem a likely source of intrinsic factor, 
for pig fundal mucosa is poor in intrinsic factor though 
its glands are supplied with mucoid neck cells, while the 
pylorus and duodenum are rich sources. Other cells to 
be considered are the Stohr cells, found in the pylorus 
but said not to be present in duodenal glands, and 
argentaffine cells, which have been suggested (Jacobson 
1939) but by no means accepted as a source of intrinsic 
factor. A tentative suggestion is that the mucous cells 
of the pyloric and of Brunner’s glands themselves produce 
it in the pig, although it is certainly not their main 
secretion. 


Summary 

1, It was confirmed that the pyloric and duodenal 
secretions of the pig have intrinsic-factor activity. 

2. Filtrates of both juices had intrinsic-factor activity, 
while the mucoid residues had little or none. 

3. As far as the results of a single test show, there was 
activity in a non-dialysable residue of duodenal filtrate, 
containing a total of 35 mg. of solid matter. 

We are much indebted to Mr. J. Kent who assisted with all 


the work on animals and collected the juices, and to Miss E. 
Page who took part in the preparation of the juices for 
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Dr. B. Schofield, of the of 
physiology, King’s College, Newcastle upon Tyne, kindly lent 
us a cannula which served as a model for that used in one pig. 
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AGRANULOCY TOSIS FOLLOWING 
TREATMENT WITH PHENYLINDANEDIONE 


Knut KirkEsy 
M.D. Drammen 
ASSISTANT PHYSICIAN, DRAMMEN HOSPITAL, DRAMMEN, NORWAY 


In recent years dicoumarol, ethyl biscoumacetate, 
phenylindanedione, and related substances have been 
widely used in thrombo-embolic diseases, and many 
reports of complications and fatalities due to them have 
been published. These reports, however, have almost 
all dealt with hemorrhagic complications, little attention 
being paid to other toxic effects. Mild gastro-intestinal 
disturbances and various rashes have followed the use 
of dicoumarol, but they usually disappear in spite of 
continued administration of the drug (Marple and 
Wright 1950). Allergic reactions to dicoumarol are very 
uncommon, though urticaria has occasionally been 
observed. 

Still less has been written about similar complications 
due to phenylindanedione (P.1.D.). I report here a fatal 
case of agranulocytosis following the administration of 
this drug. 

Case-report 

A man, aged 58, was admitted to hospital on Jan. 1, 1954, 
with several years’ history of moderate angina pectoris. 
Neither the patient nor his family were knowr to have had 
allergic diseases. Twenty-four hours before admi:sion he had 
had _— pains more severe and of longer duration than 


His was 6°F (it next day to 100-2°F), 
blood-pressure 190/100 . Hg, erythrocyte-sedimentation 
rate (E.S.R.) 4 hina, in 1 "hr (Westergren) (five days later it 
was 30 mm.), total white-cell count 12,200 per c.mm., 
eosinophils 100 per c.mm., and Hb 117%. Nothing abnormal 
was found in the urine. Electrocardiography revealed acute 
posterior coronary infarction. 
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Treatment with P.1.D. was started, with the usual daily 
control of prothrombin-time, and progress was very satis- 
factory. The only remarkable finding was eosinophilia 
appearing on the seventh day after admission (eosinophils 
738 per c.mm.). The patient was discharged after three weeks 
in hospital and told to take P.1.p. 112-5 mg. daily. 

A week later he complained of a slight itching erythema on 
his chest and back. This was diagnosed as a drug rash ; but, 
as similar rashes following dicoumarol therapy usually dis- 
appear spontaneously, the P.1.D. was not withheld. The rash, 
however, got worse and developed into a morbilliform 
exanthem, and the patient complained of sore mouth and 
dysphagia and began to have pyrexia up to 102°-103°F. 
Readmission 

He was readmitted to. hospital on Feb. 3, six days after 
the rash had appeared and five weeks after the start of P.1.D. 
treatment. 

He was now in acute distress from the itching exanthem 
on his trunk, limbs, and face, with much-swollen face and 
neck. His pharynx and mouth were inflamed, with multiple 
small ulcers inside the lips and on the buccal mucosa. Swallow- 
ing was difficult. The sclere were icteric. There was no 
sign of bleeding. His temperature was 101-4°F (next day 
103-2°F), blood-pressure 110/70 mm. Hg, total white-cell 
count 3000 per c.mm., with agranulocytosis (lymphocytes 
90% and monocytes 10%). Bone-marrow aspiration showed 
hypoplasia of all granulocyte elements, with lack of myeloid 
maturation. Erythroid elements were normal. Hb was 
98%, with 4,510,000 red cells per c.mm., thrombocytes 
151,000 per c.mm., and E.s.R. 20 mm. A proteinuria was 
present but disappeared three days later. The patient had an 
icterus with serum colour-index 37 (Meulengracht). Other 
liver-function tests were normal: thymol turbidity test 
0-05, Takata negative, serum-protein level 5-63 g. per 100 ml. 
(serum-albumin level 3-28 g., serum-globulin 2-35 g.), albumin- 
globulin ratio 1:4. 

Treatment with penicillin 600,000 units daily and oxytetra- 
cycline 2 g. daily was started, without apparent effect on the 
temperature. From the fourth day after admission cortisone 
100 mg. daily was given. The response to this treatment was 
rapid and dramatic. Within twenty-four hours the tempera- 
ture was normal, the patient said that he felt much better, 
and the itching, the soreness of the mouth, and the dysphagia 
disappeared. Later the symptoms returned but they again 
subsided after the dosage of cortisone was increased to 300 
mg. daily. The first return of granulocytes to the peripheral 
blood was observed on the ninth day after admission, when 
the white-cell count was 3100 per c.mm. (granulocytes 14%). 
Thereafter the white-cell differential count gradually became 
normal. The leucopenia was followed by leucocytosis. The 
marrow on the fourteenth day showed normal regeneration. 
On this day the patient got up, and two days later the 
treatment with antibiotics and the cortisone was stopped. 
Termination of Illness 

For a few days the patient felt well, but on the nineteenth 
day he developed symptoms of congestive failure, with 
dyspneea, cyanosis, cedema of the ankles, rales at the bases of 
the lungs, and precordial pain. A second coronary infarction 
was suspected, but electrocardiography did not confirm this 
diagnosis. The output of urine decreased to 200-300 ml. 
daily, and uremia developed. On the twenty-fourth hospital 
day the blood-urea level was 286 mg. per 100 ml., serum- 
potassium 7-6 m.eq. per 1000 ml., CO,-combining power 29 
vols. %, and serum-phosphorus level 9:5 mg. per 100 ml. 
The urine contained a trace of protein but was otherwise 
normal. The patient’s clinical condition was in keeping with 
the severe electrolyte disturbances, and despite therapeutic 
measures to correct them, he died after twenty-eight days in 


hospital. 
Comments 

As no other drugs were given, the cause of the agranulo- 
cytosis in the present case was presumably P.1.D. Most 
probably hypersensitivity developed, as shown by the 
exanthem and eosinophilia. In the case of many drugs 
hypersensitivity occasionally depresses the bone-marrow ; 
but we have not found any report of either agranulo- 
cytosis, thrombocytopenia, or hypoplastic anemia due 
to any of the anticoagulants. Allergic reactions to these 
drugs have been infrequent and never of much importance 
or severity. 

The question arises whether anticoagulant therapy 
should be discontinued when drug rashes appear. Marple 
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and Wright (1950) state that such rashes in the course of 
dicoumarol therapy always clear spontaneously despite 
continued administration of the drug. I am inclined to 
think that the treatment should be stopped, especially if 
examination reveals also eosinophilia, indicating allergy. 
Erythema appearing about the ninth day of treatment 
may perhaps prove less harmful than reactions appearing 
later. 

A few reports have been published on the effect of 
corticotrophin and cortisone in drug-induced agranulo- 
cytosis (Caldwell et al. 1950, McMillin 1951, Virkkunen 
1952). Usually the response to these drugs was dramatic, 
with clinical improvement as well as correction of the 
blood picture. This is not surprising, for the beneficial 
effects of corticotrophin and cortisone in other mani- 
festations of hypersensitivity to drugs are well estab- 
lished. In the present case cortisone improved the 
clinical condition and the blood picture ; and in the final 
stage, when congestive failure and uremia appeared, the 
white-cell picture was essentially normal. 

We have not been able to explain satisfactorily the 
development of uremia and the death of this patient. 
The condition was diagnosed as a lower-nephron nephrosis, 
possibly attributable to his allergic state. 
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New Inventions 


A FIXING DEVICE FOR TRICHLOROETHYLENE 
INHALERS 


WHEN an inhaler is used for self-administered 

in labour, the mother is liable to turn suddenly from one 
side of the bed to the other. If she keeps the mask 
firmly applied to her face, a considerable pull is trans- 
mitted to the inhaler. In the case of gas-and-air machines 
the weight of the cylinders is sufficient to ensure that the 
inhaler is not damaged. The worst that can happen is 
for the connection between the corrugated tubing and 
the machine to come apart. In the case of trichloro- ° 
ethylene (‘ Trilene ’) inhalers, however, these are usually 
very much lighter, and therefore there is a risk that 
damage to the inhaler, or to the patient, may occur if a 
sudden ‘pull is put on the breathing-tube. 


The fixing device illustrated here consists of a piece of 
brass tubing to which is fixed a clamp with a double- 
acting thread to ensure pe tightening. The clamp is 
fixed to the side of the bed or other firm object and the 
inhaler can then be put on a table, a chair, or the floor. 
Corrugated rubber tubing connects the clamp to the 
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inhaler, and the breathing-tube attached to the face- 
piece is plugged into the clamp instead of into the inhaler. 


This means that any pull on the mask is arrested at the 
clamp and not transmitted to the inhaler. The only 


thing that can happen if the patient turns suddenly is 
that the breathing-tube is pulled away from the clamp. 
I wish to thank Mrs, Besterman, of the department of 


medical] illustration, Guy’s Hospital, for the illustration. The 
clamp is obtainable. from Messrs. A. Charles King, 27, Devon- 


shire Street, London, W.1, or Messrs. Airmed Ltd., Harlow, 
Essex. 
4 T. H. S. Burns 
M.A., B.M. Oxfd, F.F.A. B.C.S., D.A. 


ondon 
Reviews of Books 


Historical Review of British Obstetrics and Gynecology 
1800-1950 
Editors: J. Munro Kerr, R. W. Jonnstoner, and 
Mites H. Edinburgh: E. & 8S. Livingstone. 
1954, Pp, 420. 30s, 


Tus gift to the Royal College of Obstetricians and 
Gynecologists on its semi-jubilee has been written as a 
sequel to H. R. Spencer’s History of British Midwifery 
1650-1800 by nineteen distinguished contributors. It 
covers obstetrics in three fifty-year periods, deals with 
special subjects associated with midwifery, and ends with 
a section on gynecology. The bulky quarto format 
gives an impression of heaviness that is belied by much 
of the text, notably Sir William Fletcher Shaw’s descrip- 
tion of the difficulties of the youthful and enthusiastic 
Donald in his attempt to devise an operation for prolapse ; 
Dr. Leonard Colebrook’s history of puerperal infection ; 
and Sir Kardley Holland’s account of the early teaching 
of midwifery. 

In the latter half of the 18th century, Sir Eardley relates, 
Dr. Leake encouraged young men to train at the Westminster 
Lying-in Hospital as hospital assistants entitled to ‘‘ privileges 
extraordinary.” These were that the holder of the post 
might attend lectures as a perpetual pupil and be allowed a 
double share of labours. He was entitled ‘‘ to touch ” every 
patient at the time of admission and become “ expert in the 
Art of Touching ’’ and ‘ dexterous in all cases of danger or 
difficulty.”” He would be present at all preternatural and 
laborious cases as Dr. Leake’s assistant, and would be permitted 
to examine the morbid appearance of bodies opened at the 
» hospital with a view to illustrate the cure of cases imperfectly 

understood, ‘‘ and to take clinical minutes of all such extra- 
ordinary cases.” In fact, this gentleman was the prototype 
of the modern obstetric house-surgeon. 


Reproduction and Sex 


G. I. M. Swyer, M.A., D.M., D.PHIL., M.R.C.P., consultant 
endocrinologist, obstetric department, University College 
Hospital, London. London: Routledge & Kegan Paul. 
1954. Pp. 280. 25s. 


‘THERE is not the slightest doubt,’’ writes Dr. Swyer, 
“that better knowledge on sex by the general public 
will go far to reducing the frequency of these (sexual) 
disorders and the misery they engender.” It is clearly 
in this reasonable faith that he has compiled this book. 
He has skilfully marshalled the known essential facts 
of human reproduction and honestly declares the limita- 
tions of our knowledge. 


He describes what takes place in coitus, conception, 
pregnancy, and parturition, the problems of infertility, their 
investigation and treatment, and the means of controlling 
fertility. Two chapters, based largely on the Kinsey reports, 
deal with sexual behaviour, its development, anomalies, and 
disorders, and show how blurred the boundary is between 
normal and abnormal. There is a 13-page glossary, a 5-page 
bibliography, and a full index. 


The intelligent layman, however well educated, unless 
he is accustomed to the language of science, will be held 
up by such terms as biopsy, sagittal, histological, or 
apparently normal proliferative picture. No practical 
glossary can cover all technical terms ; it is impossible, 
without gross distortion, to put the matter of this book 
into popular language—and there is no distortion here. 
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The book is, therefore, for the few, not the many, but 
within its inescapable limits it is admirably done. Most 
medical readers will know most of the facts, but few 
will know all; and senior students and the newly 
qualified will find it especially worth reading. 


Recent Developments in Psychosomatic Medicine 
Editors: Ertc D. WrrrkowERr, M.D., and R, A, CLEGHORN, - 
M.D., D.SC., associate professors of psychiatry, McGill 
University, Montreal. London: Sir Isaac Pitman. 
1954. Pp. 495. 50s. 


TuHIs book has been written by 29 psychiatrists, each 
of whom has contributed one or more chapters. The 
result is a somewhat heterogeneous collection of mono- 
graphs, for the editors have allowed each author a free 
rein. The first part deals with general aspects of psycho- 
somatic medicine, the second with specific disorders. In 
both the psycho-analytic approach is predominantly 
stressed. It is perhaps a pity that the authors are all 
psychiatrists. A few physicians might have helped to 
counterbalance some of the wilder flights of psycho- 
dynamic hypothesis. But if as a whole the book is dis- 
appointing, some of the contributions are excellent— 
notably the chapters on experimental research, on the 
limbic system, on the psychological aspects of pulmonary 
tuberculosis and of cardiovascular disease, and on 
psychosocial medicine. The extensive bibliographies at 
the end of each section show the wide interest now taken 
in this aspect of medicine. 


The Vitamins 


Chemistry, Physiology, Pathology. Vol. 1. Editors: W.H. 
SEBRELL, jun., director, National Institute of Health, 
Bethesda, and Rosert 8. Harnis, department of food 
technology, Massachusetts Institute of Technology, Cam- 
bridge. New York: Academic Press. 1954. Pp. 676. 
$16.50. 


Turs, the first volume of a new series of reference works 
on the vitamins, is a good example of successful team- 
work. The subject matter, supplied by 21 contributors, 
has been codrdinated by the editors in such a way as 
to give a lucid and comprehensive account of each of the 
four vitamins studied, with a minimum of repetition. 
The present volume deals with the vitamins A and 
carotenes, ascorbic acid, vitamin B,,., and biotin, and 
each section on each vitamin has been written by an 
expert in the particular field. The main emphasis is on 
the chemistry and physiology of the vitamins, but the 
field covered is wide, including chemistry, industrial 
om biochemical systems, specificity of action, 

iogenesis, and many other aspects of the subject. The 
series should, if the present standard is maintained, 
provide a useful summary of current knowledge of the 
vitamins. 


Gray’s Anatomy (3lst ed. London: Longmans, Green. 
1954. Pp. 1565. 100s.)\—Who dares commend a 
31st edition? Here is “ Gray” again, bringing the latest 
news from anatomical circles, more especially those of Prof. 
T. B. Johnston and Prof. J. Whillis, its editors. In their 
— they cordially acknowledge the help of many col- 
eagues and friends, and especially of Prof. Francis Davies, 
who has revised the sections on the respiratory and digestive 
systems. They themselves, however, deserve chief credit for 
the good health of this classic, which has been refreshed 
with nearly 100 new illustrations, and with replacements of 
more than 300 worn old ones. 


Beitrage zum Insulin-Glukagon-Problem. (Vol. 1. 
Leipzig: Thieme. 1954. Pp. 193. DM. 20.40).—Dr. G. 
Mohnike has set out to give a complete account of investiga- 
tions undertaken between 1946 and 1951. This first volume 
ends with 1950. There is a useful review of published work 
since Biirger’s pioneer work on glucagon, Some interesting 
suggestions are made about the possible physiological value 
of glucagon acting with insulin to promote maximal carbo- 
hydrate metabolism, and the use of glucagon as a liver- 
funetion test. Most of the volume, however, consists in a 
detailed presentation of results, control experiments, and 
mathematical analyses of blood-sugar curves obtained in a 
great number of slightly differing conditions. It will be of 
value mainly to research-workers in this field. 
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product 


for the 
treatment of 


peptic 
ulcer 


By its powerful retarding effect on A 
gastric motility, Monodral ’* brings 


rest to the injured tissues thus re- 
lieving severe ulcer pain and helping Trade Mark 
to produce favourable conditions for 
healing. ‘Monodral’ also reduces acid 


secretion, is well tolerated and may BAYER PRODUCTS LTD 
be successfully combined with antacid 

therapy. Available in small, easy to AFRICA HOUSE 

take “caplets” containing 5 mg. 


active principle. Medical literature KINGSWAY, LONDON W.C.2 
and a trial supply will gladly be sent 


on request. Associated export company: Winthrop Products Ltd., London 
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ut 
ost 
wha 
no- j 
ree Ne 
In 
a 
to 
ken 
H 
Ne 
Sam- 
676. 
orks 
tors, 
the 
tion. 
and 
and 
| 
is on wf 
strial 
ined, 
~ 
latest 
Prof. 
their | 
y col- i | 
lavies, 
estive 
lit for 
reshed 
nts of 
Ee 
r. G. 
pstiga- 
‘olume 
| work 
resting 
value 
carbo- 
liver- 
sina : 
s, and 
d in & 
| be of 
25 


THE LANceET] 


THE LANCET GENERAL ADVERTISER 


[SEpr. 18, 1954 


CONGENITAL SYPHILIS 

By DAVID NABARRO, F.R.C.P. 
482 pages 95 illustrations 50s. net 
A full and authoritative account of congenital syphilis, 
based on 23 years’ work at the Venereal Diseases 


Clinic of the Hospital for Sick Children, Great 
Ormond Street, London. 


GYNACOLOGICAL AND OBSTETRICAL 
ANATOMY AND FUNCTIONAL 
HISTOLOGY 
By C. F. V. SMOUT, M.R.C.S., and 
F. JACOBY, Ph.D. 

Third Edition 
344 pages 178 illustrations 35s. net 


“It fulfills the requirements of gynecologists, making 
understandable the complexities of the anatomy of the 
female pelvis.” Postgraduate Medical Journal. 


ORTHOPADIC SURGERY 
By WALTER MERCER, F.R.C.S. 
Fourth Edition 
427 illustrations 


1028 pages 50s. net 


A PRACTICE OF THORACIC SURGERY 
By A. L. d’ABREU, O.B.E., F.R.C.S. 
594 pages 343 illustrations 80s. net 


*“‘A work of which British surgeons may well be 
proud.” British Journal of Surgery. 


KWASHIORKOR 
By H.C. TROWELL, O.B.E.,J. N. P. DAVIES, M.D., 
and R. F. A. DEAN, M.R.C.P. 
320 pages Fully illustrated 50s. net 


A thorough investigation and description of this 
deficiency disease which is prevalent in almost all 
tropical countries, based on the authors’ work in 
Uganda. 


CLINICAL CHEMICAL PATHOLOGY 
By C. H. GRAY, M.D. 
128 pages 17 illustrations 10s. 6d. net 


“This is the best book I have met on chemical 
pathology for students.” British Medical Journal. 


GARROD, BATTEN AND THURSFIELD’S 
DISEASES OF CHILDREN 
Fifth Edition 
Edited by A. and P. EVANS, 


Two volumes 1904 pages 690 illustrations £7 net 


SURGERY OF THE (SOPHAGUS 
By R. H. FRANKLIN, M.B., F.R.CS. 
234 pages 86 illustrations 42s, net 


“We congratulate the author on a first-class useful 
monograph.” British Journal of Surgery. 


EDWARD ARNOLD 
41 MADDOX STREET, LONDON, W.1 


Subtleties of Shadow 


FINE shades and distinctions seldom count so 
much as in the interpretation of a radiograph . . . 
and seldom are they more consistently 

achieved than with Glaxo radiological contrast 
media. From this range the preparation 

best suited to your individual requirements 

can be nicely selected. 


DIONOSIL - DIONOSIL OILY For bronchography. Vials of 20 cc. 


PHENIODOL Glaxo For cholecystography. Granules: boxes of | and 8 ‘“‘single dose’’ tubes. 
Tablets: tubes of 6. (1 dose) boxes of | and 8 tubes. 


MYODIL For myelography and ventriculography. 3 cc. ampoules: boxes of 3 

PYELECTAN For intravenous pyelography and venography. 20 cc. ampoules: boxes of | and 5 

PYELECTAN Retrograde For retrograde pyelography. 10 cc. ampoules 

PYELOSIL ‘35’ and ‘50’—for excretion pyelography. ‘42.5'—for cerebral angiography. ‘70’—for angiocardiography. 
*35’, ‘42.5’ and ‘SO’: 20 cc. ampoules in boxes of | and 5. ‘70’: 20 cc. and 50 cc. ampoules 

\/ GLAXO LABORATORIES LIMITED, GREENFORD, MIDDLESEX 
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Diet and Diabetic Complications 

THE long-term follow up of diabetics has increasingly 
revealed the importance of vascular complications. 
At first it was thought that these changes might be an 
essential element in the disease,’ independent of its 
treatment except in so far as this kept the patient 
alive long enough for the changes to become manifest. 
More recent studies *~> have related complications, 
not only to the duration of the disease *’ and the 
patient’s age, but also to laxity of diabetic control. 
On an earlier page of this issue Dr. MarrHews 
describes an investigation which (although only two 
loosely defined levels of control were used) confirms 
this relationship. Such evidence contra-indicates 
so-called “‘ free” diets for diabetics. There have not 
been many controlled studies * * of restricted versus 
“free” diets, but the few that there have been 
clearly indicate the advantages of dietary restriction. 
Patients on a “free” diet have almost continuous 
hyperglycemia and glycosuria and tend to be over- 
weight. Yet practices differ widely with regard to 
the level of control that is sought. Jostin,’ for 
instance, encourages his patients to aim at normo- 
glycemia, and expects them to keep their glycosuria 
below 5% of the amount of carbohydrate ingested. 
Toxste1,!° at the other extreme, controls his patients 
according to how they feel, regarding as irrelevant the 
blood-sugar level and the extent of glycosuria ; 
sufficient insulin is supplied merely to ensure adequate 
utilisation of carbohydrate. ENGLEsSoN," who has 
also used the ‘‘ free’ diet, has recently analysed his 
results and concludes that diet should be restricted 
to prevent early onset of diabetic angiopathy. — 
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“In diabetes the fat, as well as the carbohydrate, 
content of the diet may be important. Thus Fancont 
and his colleagues,!* who gave a high-fat, low-protein 
diet containing carbohydrate in the form of vege- 
tables and fruit, found an unduly high incidence of 
complications in their juvenile diabetics ; each of 87 
patients satisfactorily controlled on such a diet had 
nephropathy after sixteen years of diabetes. Not 
only does such a diet favour ketosis, but absorption 
of the large amount of fat facilitates absorption of 
cholesterol and accelerates the metabolism of endo- 
genous cholesterol ; and hypercholesterolemia, how- 
ever caused, is associated with atheroma. In the 
light of our present knowledge, then, there is much to 
recommend regulating the diabetic’s diet so as to 
minimise hyperglycemia and glycosuria, although in 
patients taking insulin these can seldom be altogether 
eliminated without the risk of potentially disastrous 


.hypoglyceemic episodes. Furthermore (despite the 


surprising allocation of extra fats to diabetics during 


‘ food rationing in this country) it is probably wise in 


most cases to restrict the fat intake to 100 g. or less a 
day. Theoretically, vegetable fat may be preferable 
to animal fat with its high cholesterol content. 


The link between poor dietary control and early 
onset of complications remains mysterious, but 
hormonal factors may be important. Experimental 
renal lesions resembling those of the Kimmelstiel- 
Wilson syndrome have been produced in hyper- 
sensitised rabbits treated daily with cortisone,!* 4 
and retinal micro-aneurysms have been found in 
alloxan-diabetic rabbits after injections of cortico- 
trophin.15 Moreover PouLsEN'® has reported the 
disappearance of severe retinopathy in a diabetic 
patient after the onset of Simmonds’s disease. These 
findings suggest that adrenal cortical activity may 
play a part in producing some of the characteristic 
complications of diabetes. HINKLE and Wo.LF and 
their co-workers 1718 have studied the effects of 
emotional and other stresses on the level of blood- 
sugar, blood-ketones, and eosinophils in diabetics and 
normal controls. They found that the blood-ketones 
were much more labile in the diabetics than in the 
controls, and coincident eosinophil changes suggested 
that the cause was increased adrenal cortical activity. 
Such stresses, they believe; especially when long- 
continued or recurrent, can lead to diabetic coma. 
It is also known that both hypoglycemia !® and 
ketosis of moderate to severe degree *°*! stimulate 
adrenal cortical activity, so it is reasonable to suppose 
that patients with unstable diabetes are subjected to 
frequent episodes of hypercorticism. Possibly this 
may partly explain the association of early and 
severe diabetic complications with poor control of the 
disease. 
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Blood-supply of the Pituitary Gland 


Tue first detailed description of the blood-supply of 
the pituitary gland was given by Popa and Fre.p1ne.! 
These workers depicted the blood-supply as arising 
from the internal carotid artery by means of the 
hypophysial artery’ which entered the anterior 
lobe, and as draining by veins into the cavernous sinus 
and also by a “‘ hypophysio-portal ” system of vessels 
which carried blood up the pituitary stalk to the 
hypothalamus. The original stimulus to investigate 
the portal system of the gland was derived from the 
observations of Prof. Fr. I. Rater, of Bucharest, 
who had noticed, at necropsy, prominent blood-vessels 
running along the pituitary stalk. These anatomical 
findings were quickly confirmed by WisLock1 and his 
school,? though the two accounts differed on details 
of the vascular pattern, especially with regard to the 
direction of flow of blood in the portal vessels. 

Since then the pituitary vessels have again been 
studied, especially in laboratory animals, because there 
are good grounds for believing that they form an 
important part of the mechanism controlling anterior- 
pituitary activity. GREEN and Harris ® investigated 
the anatomy of the hypophysial circulation in 
mammals and suggested that the hypothalamus 
regulated the activity of the anterior pituitary by a 
neurohumoral mechanism mediated through the portal 
vessels of the stalk. It was further established that 
the direction of blood-flow in these portal vessels 
was from the tuber cinereum to the gland. In the 
last year full reports have appeared on the blood-supply 
in man.*-® It is satisfactory that the results of these 
two independent investigations are in close agreement. 
XUEREB et al.° studied firstly the systemic arterial 
supply and venous drainage of the gland in man. 
Over a hundred fresh necropsy specimens were 
injected intravascularly with neoprene latex (mostly) 
or berlin-blue. In eighty-seven cases the injection 
was into an artery, while in fourteen some part of 
the venous system was perfused. 

Microscopic examination revealed that the pituitary 
body of man receives its arterial supply from two 
groups of vessels on each side—the right and left 
superior hypophysial arteries and the right and left 
inferior hypophysial arteries. The superior vessels 
arise in close relationship with the ophthalmic artery 
from the medial aspect of the internal carotid artery, 
shortly after this vessel pierces the dura mater. Each 
superior hypophysial artery runs to penetrate and 
supply the infundibular stem. It gives off a branch 
—the artery of the trabecula—which passes down- 
wards to the anterior lobe of the pituitary, runs 
through the pars distalis, and eventually supplies the 
lower part of the infundibular stem. This vessel gives 
off no branches in its passage through the pars distalis 
and supplies only the neurohypophysis. The inferior 
hypophysial artery arises from the intracavernous 
segment of the internal carotid artery and passes 
medially to the inferolateral aspect of the gland. The 
vessel here branches to form, with its fellow, an arterial 
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ring around the gland near the fissure between the 
infundibular process and anterior lobe. From this 
ring branches pass to supply the lower infundibular 
stem and the infundibular process. The venous 
drainage of the whole gland is by short trunks into 
the adjacent dural sinuses—the cavernous sinus on 
either side, the superior circular sinus, and the sub- 
hypophysial sinus. In their second study XUEREB 
et al.® investigated the hypophysial portal system of 
vessels. They found that the vascular bed of the 
neural stalk consists of complicated capillary tufts 
which are supplied with blood by the superior hypo- 
physial arteries. All the blood from these vessels 
drains by portal trunks which run down the stalk to 
break up into the sinusoids of the anterior lobe. 
These workers emphasise the new finding that the 
total blood-supply of the human anterior pituitary 
passes through this portal circulation. 

This painstaking work is of great interest for several 
reasons. In the first place it establishes that the 
pituitary circulation of man is essentially similar to 
that of lower mammals and other vertebrates. Minor 
variations in the hypophysial vessels have been 
observed by various workers, but in general the 
pituitary circulation remains remarkably constant 
from amphibians to man. Views on the mechanism 
whereby the hypothalamus regulates anterior-pituitary 
activity in laboratory animals seem equally applicable 
to man. Secondly, in view of recent reports on 
hypophysectomy in man,’ these studies are important 
to the neurosurgeon. Finally, the observation that 
the entire blood-supply of the anterior pituitary is 
derived from the .hypophysial portal vessels may have 
some bearing on postpartum necrosis of the gland. 


Hunter’s Polydystrophy 

THE name “ gargoylism”—no doubt. because it 
is picturesque and memorable—has unfortunately 
become strongly attached to the rare polydystrophy 
first described by CHarLes Hunter ® in 1917, and 
again by HuRLER ® in 1919. Whether it will ever be 
dislodged, now, by a name less wounding to parents and 
more informative to doctors must presumably depend 
on the growth of our understanding of its nature. 


The clinical aspects of the fully developed disorder are 
well known: the child has a large head and a flat face, 
with a depressed bridge to the nose; often there is 
rhinorrhea. The lips are thick, and the teeth are widely 
spaced along the jaw, which is flattened instead of 
curved; the ears are set low; the cornes are often 
somewhat opaque and have a cr steamy ’’ appearance. 
The hair and eyebrows are thick and coarse. The neck 
is short, the thorax has a flared border, and the distended 
abdomen often shows an umbilical hernia ; the liver is 
usually much enlarged, sometimes reaching to the brim 
of the pelvis, and in most cases the spleen is enl. too. 
The genitalia are infantile, and the child is a dwarf with 
stunted long bones and restriction of extension at the 
elbows and knees. The fingers are short and curved, 
having the so-called trident deformity, and there is a 
dorsolumbar kyphosis which may be severe enough to 
press upon the cord. Mental deficiency is usually con- 
siderable, most of these cases being imbeciles, but there 
are formes in which not all the signs may be 
present, and exceptional cases where, it has been sug- 
gested, intelligence is normal and the central nervous 
system is not affected at all. The usual story is that 
the child looked fairly normal at birth but that the 
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facial and skeletal deformities began to appear, and 
increased, during the first year of life. Intelligence 
probably improved a little at first—the child gaining 


‘sphincter control for a time and attempting to speak a 


few words—and then declined again. These children are 
subject to infections of the mucous membranes, and usually 
die of an intercurrent infection before reaching adult life. 


Several members of a family, and either sex, may 
be affected. Consanguinity in the parents has been 
reported in at least 5 cases, but it is not a usual 
finding. Inheritance is thought in most cases to depend 
on a single autosomal recessive gene, but there is a 
form without corneal opacities, affecting males only, 
which is believed to depend on a sex-linked recessive 
gene. A new pedigree, supporting this, has just been 
published by CunNINGHAM.?° 

In this family 12 children were affected in three 
generations, out of a total of 65 descendants of a single 
healthy couple ; the condition was transmitted only by 


females and appeared only in males. All the affected 
children were low-grade mental defectives, and in all of 


them the corneze were clear. The original couple had’ 


13 children, of whom 2 boys were affected and 3 girls 
were carriers. Among the 20 male descendants of the 
3 girls the ratio of affected boys to their normal brothers 
was 1: 2. 
Craig" describes, as an example of inheritance by an 
autosomal recessive gene, the case of a pair of twins 
—a boy and a girl. The disorder has several times 
been reported in one of a pair of twins, and also in 
both twins where these were of the same sex; but 
Craic believes that this is the first case reported in 
which twins of different sexes have been affected. 
From questioning the parents and studying a family 
photograph he thinks it probable that several members 
of a previous generation, on the mother’s side, were 
examples of formes frustes of the disorder without 
mental impairment. These twins both had corneal 
opacities. They appear again, in another paper, 
among 4 cases whose histology and histochemistry 
has been studied by Dawson.!* The essential histology 
in these cases is the appearance, in the connective 
tissue, the parenchyma of many viscera, and the 
neurones of both the central and autonomic nervous 
systems, of an abnormal macromolecular substance (or 
substances) which have previously been thought to 
be lipoidal; and on the strength of this belief the 
condition has usually been classed with the lipoidoses 
of Gaucher, Niemann-Pick, Schiiller-Christian, and 
Tay-Sach. Dawson’s findings do not support this 
idea. He found that in his 4 cases the neuronal 
infiltrate differed in solubility and staining properties 
from the infiltrate elsewhere: it had many of the 
properties of a phosphatide or a cerebroside, whereas the 
infiltrate elsewhere, though it had some of these proper- 
ties, seemed also to have a polysaccharide element. 
Dawson therefore suggests that the primary disturb- 
ance is one of polysaccharide or mucopolysaccharide 
metabolism, and that in the neurones polysaccharides 
may combine with phosphatides or cerebrosides. The 
skeletal changes are dystrophic, and probably the 
direct result, he suggests, of metabolic changes. At all 
events, the disease does not belong with the lipoidoses. 
For the practising doctor these cases present some 
important problems in social medicine, which CRAIG 
discusses usefully. 


10. Cunningham, R. C. J. Neurol. Psychiat. 1954, 17, 191. ae 
11. Craig, W. 8. Arch. Dis. Childh. 1964, 29, 293. 
12. Dawson, I. W. P. J. Path. Bact. 1954, 67, 587. 


The diagnosis was made when the twin boy and girl 
were 8 months old; and the mother, asked to show 
courage in accepting it, responded bravely. She had 
practical help from her own mother; but her husband, 
a Naval petty-officer, had been drafted overseas four 
months before. By giving the facts to the appropriate 
Service family welfare department it was possible to get 
his release on compassionate grounds. The family was 
living in an unsuitable house where the children had to 
play in a cobbled yard exposed to thoughtless mockery 
from passers-by, and also to injury from their frequent 
falls. The housing authority was approached and the 
family was found safer and more private quarters. When 
the children were nearly 4 it was possible to ease the 
load on the mother by arranging for them to attend an 
occupation centre. The boy died at 4 years 8 months 
and the girl at 7 years. The parents had decided to have 
no more children, and after the death of the girl the 
father sought expert advice, which was found for him. 

This account illustrates well what can be done—not, 
indeed, to change a hopeless condition, but to ensure 
that the situation it creates never becomes intolerable. 


Placentography 


WHEN he delivered the Joseph Price Oration for 
1951, StaLLwortuy ' chose as his subject The Danger- 
‘ous Placenta. He described a method of diagnosis and 
treatment of placenta previa which he had used in 
245 cases during the previous ten years, with maternal 
and foetal mortality-rates of 0-4°% and 18% respec- 
tively. These figures were the lowest ever recorded 
and showed a striking improvement over the 7%, 
maternal and 59% foetal mortality in 4580 cases 
analysed by BERKELEY? in 1936. StTaLLWoRTHY 
paid tribute to the part played by radiology in his 
work: “improved radiological methods of placental 
diagnosis constitute one of the shajer advances of 
obstetrie practice.” 

Amniography, the earliest method of placental 
localisation, was first described in 1930 by MENEES 
et al.*; strontium iodide was injected directly into 
the amniotic cavity, to increase the radiographic 
opacity of the liquor and so reveal the placenta as a 
shadow of lesser density on the uterine wall. Reports 
of foetal death following the use of strontium led 
Muyro Kerr and Mackay ‘ to advocate ‘ Uroselectan 
B’ as a less toxic contrast medium, and they used it in 
10 patients with no apparent ill effects on either 
mother or foetus. Nevertheless, there remained the 
risk of damage to the placenta or umbilical cord by 
the injecting needle, which probably accounts for 
the continuing unpopularity of this method. Other 
methods were devised for the specific purpose of 
demonstrating the placenta on the lower uterine seg- 
ment. UDE et al.° used cystography to measure the 
gap between the bladder and the presenting part, 
which they considered should not normally exceed 
1 cm. As a placenta przvia on the posterior wall 
need not necessarily displace the presenting part from 
the bladder, SoHRNE * combined cystography with air 
inflation of the rectum and pelvic colon, in order to 
demonstrate both the anterior and posterior walls of 
the lower segment on the same radiograph. In the 
search for a substance suitable for intravenous 
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2. Berkeley, Obstet. Brit. Em 936, 393. 

3. Menees, J. D., Holly, L. E. "Roentgenol. 
1930, 363. 

5. 


Munro + _ M., Ww. G. 40, 21. 
Ude, Urner, J J. Roentgenol. 


w. 
1934, 31. 930, 
6. Sohrne, G. Acta radiol., Stockh. 1942, 23, 541. 


> 
} 
y 
1 
| 
d 
e 
is 
of 
n 
e. 
*k 

1s 
m 
Oo. 
th 
he 
rel > 

a 
to 
re 

be 
US 
she 


586 THE LANCET] 


LEADING ARTICLES 


[serr. 18, 1954 


placentography, thorium dioxide and ‘ Iodosol’ were 
used with some success in animal experiments. In 
man, however, thorium is precluded by reason of its 
radioactivity, and iodosol was shown to be unsafe. 
The intravenous injection of organic compounds, such 
as diodone, does not give sufficient concentration in 
the placenta for successful radiography, but after 
intra-arterial injection pools of radio-opaque medium 
may reveal the position of the placental sinusoids. 
The contrast medium can be injected into either the 
abdominal aorta ? or the femoral artery.® 

In 1934 Snow and Powe. ® claimed to have 
demonstrated the normally situated placenta radio- 
graphically without the use of contrast media. The 
potential importance of this observation seems to 
have been overshadowed by the publication a few 
weeks later of the paper by Ups et al. on cystography 
in the diagnosis of placenta previa, and it was severa) 
years before corroboration of SNow and PowE.L’s 
work began to appear. British radiologists remained 
sceptical and apparently accepted CHassarR Morr’s 
exposure 7° of certain fallacies in soft-tissue radio- 
graphy as the last word on the subject. There were 
no further developments in this country until 1949, 
when Rem" discussed the results of 252 cases in 
which the placenta had been identified from the 
appearances of the soft-tissue shadows in a lateral 
radiograph of the uterus. In 42 of these patients the 
obstetrician was able to check the accuracy of the 
radiologica) observations during czsarean section (41 
cases) or manual removal (1 case). All were correct 
except 1, where the placental shadow had apparently 
been simulated by a localised collection of liquor 
amnii—a fallacy indicated by CHassarn Morr which 
is unlikely to occur except in hydramnios. 

GOLDEN and Bau ™ were the first to indicate the 
possibility of the X-ray diagnosis of placenta previa 
without the use of contrast media, although the 
method, in their view, was applicable to vertex 
presentations only. Unfortunately their observations 
were unsupported by any account of their practical 
application, and they were in consequence of only 
limited value. In 1947 Braitsrorp * drew attention 
to a lateral radiograph of the pelvis, taken in the erect 
position, which showed a wide gap between the footal 
head and the sacral promontory—appearances which 
had been correctly diagnosed by F. H. Kemp, of 
Oxford, as a displacement of the presenting part by 
a posterior placenta previa. Rx" described a 
method of diagnosis of placenta praevia based on the 
demonstration of the placenta on the upper segment, 
the evidence of its downward extension on to the 
lower segment in the pelvic cavity being provided by 
an abnormal gap between the presenting part and the 
brim. During a period of eighteen months he made a 
diagnosis of placenta previa in 44 cases, in 32 of 
which complete clinical verification was obtained, 
either at cesarean section or on vaginal examination. 
In the 12 unverified cases the presenting part engaged, 
normal delivery took place, and no opportunity arose 
to check the radiological diagnosis apart from 
inspection of the placenta after expulsion. 
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The important part which radiology can play in the 
management of placenta previa was underlined 
by STALLWoRTHY : 

‘* It is possible to diagnose placenta previa early in the 
last trimester before hemorrhage occurs. By paying 
more attention to malpresentations and high and unstable 
presenting parts, the condition can be suspected, and, if 
the suspicion warrants it, the diagnosis can be confirmed 
or disproved radiologically without vaginal interference. 
28 of our patients [placenta previa patients] or 16:5% 
of the series studied were admitted to hospital before 
any haemorrhage had occurred, and... the percentage 
diagnosed in this way should be even higher.” 


He placed great reliance on the radiological exclusion 
of placenta previa by Rerp’s method, and he men- 
tioned 25 patients with antepartum hemorrhage, con- 
sidered to be placenta przvia on clinical grounds, who 
were discharged from the antenatal ward after receipt 
of a radiological report of a normally situated placenta. 

Display of the placenta on the upper segment can 
also be of direct value when vaginal delivery is con- 
templated in a patient who has had a previous cesarean 
section. Such information is particularly important 
when the uterine scar is a classical one, rupture of 
which may be rapidly fatal if the site of implanta- 
tion lies underneath. RoBrrtson ‘* considered that 
radiological localisation of the placenta was an 
important adjunct in the management of cases 
previously delivered by czesarean section—an opinion 
based on a series of 34 patients examined in this 
way. In 3 of these cases the placenta was situated 
anteriorly ; and the previous operation was known 
to have been a classical one, so admission to 
hospital for the remainder of the pregnancy was 
recommended. 

No true comparison is possible between soft-tissue 
placentography and methods that require the use of 
contrast media. The latter are more spectacular, 
particularly those which reveal the placental sinusoids, 
but their use is limited to cases of suspected placenta 
previa. On the other hand, soft-tissue placentography 
can be incorporated in the routine radiographic 
examination of all pregnant women, and will often . 
detect low implantation before the onset of haemorrhage 
and sometimes before any clinical suspicion has been 
aroused. Recent reports on the frequency with which 
placental calcification can be demonstrated radio- 
graphically have shown how the accuracy of the 
soft-tissue method of diagnosis. LINsMAN and 
CuaLeEK © detected placenta) calcification in 34 out 
of 100 consecutive antenatal examinations during the 
last month of pregnancy. In this country Bua 
Hart ey ! noted calcification in 30% of 355 patients 
examined after the 32nd week; 25 of the 365 had 
placenta previa, in 6 of whom calcification could be 
identified. There is no doubt that these results could 
be achieved only by radiography of superb quality, 
such as that at St. Mary’s Hospital, Manchester : 
nevertheless, provided Hart.ey’s technique 
is followed in every detail, there seems to be no reason 
why placental calcification should not be frequently 
demonstrated in any well-equipped X-ray depart- 
ment. The importance of identifying beyond doubt a 
placenta which extends well down to the lowe 
segment needs no emphasis. , 
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Annotations 


CENTENARY OF ST. MARY’S 


St. Mary’s Hospital Medical School celebrates the 
centenary of its foundation next month. It was, except 
for the Royal Free School of Medicine, the last of 
the London undergraduate schools to be founded. 
When it came into being modern medicine was in its 
infancy. The old system of apprenticeship combined 
with a short period of ‘‘ walking the hospitals’? had 
only lately been replaced by a prescribed course of study 
and a compulsory period of hospital practice ; and not 
till 1858, when the first Medical Act came into force, 
were those who wished to practise medicine required to 
obtain a recognised degree or diploma. The story of the 
growth of the school, and of the many triumphs of 
its research-workers—among them Augustus Waller, 
Almroth . Wright, Leonard Colebrook, and_ Sir 
Alexander Fleming—are recorded by Sir Zachary 
~ in a commemorative volume published last 
week.! 


In 1830 Samuel Armstrong Lane, a surgeon and 
anatomist of wide experience, established a school of 
anatomy near St. George’s Hospital which developed into 
a complete medical school recognised by the newly formed 
University of London. Its students did their clinical 
work at the nearby St. George’s; and the project soon 
ran into difficulties, as a rival school was started by 
St. George’s itself in 1836. Fortunately for Lane wide- 
spread development in Paddington called for a new 
hospital in that area. He and three of the teachers from 
his school secured positions on the staff of this hospital, 
and funds for the erection of an associated school of 
medicine were quickly raised. The school, recognised by 
London University, opened in October, 1854, with just 
under twenty students. At first only fifty beds were 
available in the hospital for teaching ; but within a year 
there were 150, and by 1867 the number had risen to 
nearly 200. The hospital continued to grow, and with 
its associated hospitals it now provides over 800 beds 
for teaching. 


The school was for a time less fortunate than the 
hospital. When the 1914-18 war ended both its staff 
and its intake of students had been depleted, and its 
financial position was precarious and the buildings were 
out of date. This was the situation when, in 1920, Dr. 
Charles Wilson (now Lord Moran) was elected dean. 
Under his leadership not only was closer contact with the 
university established and a higher standard of teaching 
secured, but also funds were raised for the erection of the 


present commodious and well-equipped buildings, which 
were opened in 1933. 


When the school had started in 1854 all the subjects, 
except chemistry and natural philosophy, were taught 
by clinicians. One of the first full-time lectureships was 
in physiology, and the post was first held by Augustus 
Waller. It was in a laboratory at the school that Waller 
in 1887 demonstrated the electrical reactions of the 
human heart, thus laying the foundation of modern 
electrocardiography. In 1902 Almroth Wright joined the 
staff as bacteriologist and pathologist and built up a 
department that was to be famous, first as the birthplace 
of vaccine therapy, and, later, through Fleming’s dis- 
covery of penicillin. In the past thirty years the number 
of university chairs in the school has steadily increased ; 
and the departments of medicine, surgery, pathology, 
bacteriology, chemical pathology, physiology, anatomy, 
and biochemistry are now all controlled by full-time 
professors. 


NATURAL IMMUNITY 


‘RESISTANCE to infections is due to many factors, some 
of which are remarkably independent of physiological 
influences but remain the characteristic of the individual 
and his previous history. The blood-stream of the young 
infant contains antibodies transmitted from the mother ; 
but these are lost within a few months, since no mechanism 
exists for their renewal. Even in the absence of obvious 
illness some immunity develops during childhood owing 
to exposure to subclinical infections. Such immunity is 
lacking in some isolated communities from which infective 
agents are absent, and the introduction here of an 
infection which in densely populated areas would have 
trivial effects may cause a major epidemic. Some non- 
specific immunity to infection is due to the white blood- 
cells, which dispose of many micro-organisms that find 
their way into the blood-stream ; and many tissues and 
secretions contain lysozyme, which kills some bacterial 
invaders, The presence of other non-specific immune 
agents has long been suspected, but no-one is quite sure 
why an animal such as the rat is apparently so much more 


_ resistant to infections than the guineapig. Some experi- 


ments by Pillemer and his colleagues + may provide an 
explanation. 

By a rather complicated process, based on previous 
work with complement, these workers have isolated from 
blood-serum a protein fraction which they call properdin 
(from perdere, to destroy). Properdin is a globulin of 
high molecular weight, at least eight times greater than 
gamma-globulin ; it is a euglobulin insoluble in water 
and represents less than 0:03% of the total serum- 
protein. It is not a component of the hemolytic comple- 
ment system of blood, although it requires the presence 
of complement for its activity ; but, on the contrary, 
in conjunction with a polysaccharide residue from yeast, 
it destroys the third component of complement. Properdin 
participates in various of the bactericidal, virus-neutralis- 
ing, and hemolytic activities of blood-serum which are 
not due to specific antibodies. Perhaps the most signifi- 
cant fact about properdin is its distribution among 
different animal species.. The serum of the relatively 
resistant rat contains between 25 and 50 units per ml., 
whereas the serum of the susceptible guineapig contains 
only 1—2 units ; human serum, containing 4-8 units per 


-ml., is intermediate. The natural resistance of the cow 


and pig is usually regarded as greater than that of sheep, 
and their serum-properdin levels are somewhat higher. 
These serum-properdin determinations have been made 
by measuring the bactericidal effect on dysentery bacilli, 
but there is no information yet about its effect on other 
infective agents. It is difficult as yet to assess the réle 
of properdin in resistance to infection, and it is not easy 
to forecast whether it may prove of value in treatment or 
prophylaxis ; immunologists and protein chemists will 
certainly want to find out more about this interesting 
serum-protein fraction. 

Other recent work indicates the possible importance of 
immunity not due to the production of specific anti- 
bodies. Evans and Perkins? find that a single intra- 
peritoneal injection of pertussis vaccine produces in mice 
within a few hours substantial immunity to an intra- 
cerebral infection of virulent Haemophilus pertussis. 
This immunity is not due to the presence of circulating 
antibodies—indeed it appears long before antibodies 
could be formed—and yet the effect is specific for 
pertussis vaccine. Possibly such immunity may be 
comparable to the interference type of resistance con- 
ferred by some viruses, in whieh immunity sometimes 
seems to be associated with a continued latent virus 
infection rather than with antibody formation; the 
presence in cells of the latent virus apparently excludes 


1. The bs Story “s St. Mary’s Hospital Medical School, or a Century 


ducation. By Sir ZACHARY Corr. London: 
1954. Pp. 257. 25s. 


1. Pillemer, L., L., Lepo 


, Ross, O. A., Todd, E., 
Wardlaw, A. C. ‘Science, “979. 
2. Evans, D. aes Perkins, F. T. Brit. J. exp. Path. 1954, 35, 322. 
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infection with some other virulent infective agents. For 
instance, vaccinia virus has been reported? to induce 
resistance in mice to intracerebral infection with H. 
pertussis. Whether such immunity is confined to certain 
intracerebral infections is still unknown. 

Knowledge that resistance to infection is generally 
associated with the presence of circulating antibodies 
does not exclude the possibility that other immune 
mechanisms may prove important. 


A DRUG-INDUCED RHEUMATIC SYNDROME 

ADMINISTRATION of 1-hydrazinophthalazine (hydralla- 
zine hydrochloride, ‘Apresoline’) may lead to a reaction 
which mimics rheumatoid arthritis or systemic lupus ery- 
thematosus. This syndrome occurred in 7:2% of hyper- 
tensives treated with a combination of hexamethonium 
and 1-hydrazinophthalazine.‘ It developed four to 
twenty-three months after the beginning of treatment, 
tending to affect the distal joints of the upper limb; in 
progressive cases the condition eventually included such 
features of systemic lupus erythematosus as fever, rashes, 
hematuria, anemia, leucopenia, adenopathy, spleno- 
megaly, hyperglobulinzmia, and signs of hepatitis. Only 
1 patient had all these abnormalities, and in none could 
the phenomenon’’ be demonstrated. All these 
signs regressed when the hypotensive drugs were with- 
held, and their relation to 1-hydrazinophthalazine seemed 
to be confirmed in some patients by their reappearance 
after a single test dose. The arthritis was rapidly relieved 
by cortisone. Similar syndromes were noted in about 
10% of 139 cases treated with 1-hydrazinophthalazine 
alone.> The mean time of onset was one year after the 
drug was first given. ‘‘ Rheumatic’’ and “ febrile ”’ 
phases were distinguished. In the rheumatic phase there 
was migratory arthralgia, most often involving the inter- 
phalangeal joints and less often the wrists, elbows, 
shoulders, and knees. The affected joints were stiff, 
tender, swollen, warm, and sometimes red. In some 
patients the erythrocyte-sedimentation rate was increased 
and alpha and beta globulin levels were raised. Symp- 
toms subsided about a week after treatment was stopped, 
but they nearly always recurred if 1-hydrazinophthala- 
zine was given again. 5 patients passed from the 
‘‘ rheumatic ’’ into the ‘‘ febrile’? phase, with the added 
features of prostration, pain in the chest and abdomen, 
and sometimes erythema of the hands and forearms, 
polyserositis, and non-specific pneumonitis. In 1 patient 
in this group the L.£.-cell test was positive. <A third 
report ® of these toxic effects of 1-hydrazinophthalazine 
includes a description of a case with the characteristic 
butterfly rash of systemic lupus erythematosus and, 
again, a positive L.E.-cell test. 

The authors of these reports believe that the reactions 
were due to a direct metabolic effect of the drug, rather 
than to hypersensitivity. Patients showing these reac- 
tions all had a vigorous hypotensive response, suggesting 
that both effects resulted from a single metabolic action 
of 1-hydrazinophthalazine.* The ability of any substance 
to produce a syndrome resembling rheumatoid arthritis 
is bound to excite interest among students of this enig- 
matic condition ; and Turner and Lansbury ” have built 
this new finding into a hypothesis to explain the naturally 
occurring disease. The rheumatic syndrome induced by 
1-hydrazinophthalazine may simply illustrate that joints 
have a restricted repertoire of pathological reaction ; but 
information about the microscopic appearances of 
affected joints and the agglutination titre of the serum 
for sensitised sheep cells would be of considerable interest. 


: ee G., Cohen, S. M., Coffey, J. M. J. Immunol. 1947, 
Morrow, J. D., Schroeder, H. A., Perry, H. M. iun. Circulation, 


Amer. med. Ass. 1954, 
Lindauer, A., H. Cited by Turner and 
Lansbury (footnote 4). 
7. Turner, L. W., Lansbury, J. Amer. J. med. Sci. 1954, 227, 503. 
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ANNOTATIONS 


[SEPT. 18, 1054 
WHAT THE DOCTOR ORDERS 


Mr. H. Davis, PH.D., in his chairman’s address to the 
British Pharmaceutical Conference at Oxford last Monday, 
gave some further statistics on prescribing habits. From 
an analysis at the Ministry of Health of a large sample 
of National Health Service scripts for 1953, it seems 
that doctors now prescribe fewer mixtures and lotions, 
more tablets and pills, and twice as many proprietary 
preparations as in 1948; more than a quarter of all 
prescriptions are now for such preparations. Only one 
of every sixteen scripts examined was a prescription 
dispensed to the prescriber’s own formula rather than to 
a formula in a standard work of reference. 

Every clinical teacher already suspects that medical 
students do not know how to write prescriptions, and it 
looks as though some doctors must have almost abandoned 
the practice. But a prescription may be none the worse 
for being ready-made; and the many acceptable pre- 
scriptions in the National Formulary and other compendia 
are one of the best safeguards against extravagance in 
prescribing. So long as the tradition continues that the 
consultation shall end with a prescription, so long shall 
we be called on to study the statistics of gargantuan 
consumption of drugs. |The general practitioner is 
usually accused of over-prescribing, and no doubt if we 
would cast him as clinical pharmacologist the charge is 
just. But many subtler considerations may lead him to 
write a prescription for a cough medicine or a tonic. In 
reading Dr. Davis’s figures we should think of the lines 
of Robert Burns : 


What’s done we partly may compute, 
But know not what's resisted. 


THE PULSELESS DISEASE 

THE names of many rare and strange diseases come 
quickly to the tongue because of their oddness, rhythm, 
or descriptive power. Such a one is “the pulseless 
disease’? or Takayashu’s syndrome.’ First described in 
Japan, where, according to Caccamise and Whitman,? 
58 cases have been published, it has more recently been 
recognised in Europe, particularly in Scandinavia and 
this country. 

The disease is predominantly one of young women 
(the average age is 30). It consists of a slowly progressive, 
obliterative panarteritis affecting the thoracic aorta and 
its branches. The innominate, carotid, and subciavian 
arteries are most often involved, although the obliterative 
arteritis can also affect the large intracranial, cardiac, 
pulmonary, and mesenteric arteries. The occlusion of 
the branches of the thoracic aorta results in an ‘* inverted 
coarctation,’’ and, to compensate for the deficient blood- 
supply to the head and arms, a collateral system develops 
by which blood is carried from the descending aorta, 
through intercostal and diaphragmatic arteries, to the 
subclavian system. Crenations of the lower ribs, produced 
by the enlarged and serpiginous intercostal arteries, were 
described by Lewis and Stokes.* The ischemia resulting 
from this abnormal circulation gives rise to the charac- 
teristic absence of pulses in the arms and head and 
neck, and to intermittent claudication in the arms and 
jaw. The hands and arms show the classical colour 
changes of chronic ischemia, and repeated syncope from 
cerebral ischemia may dominate the clinical picture. 
The carotid sinus, when involved in the arteritis, shows 
undue tactile irritability ; and syncope on palpating or 
flexing the neck has often been observed. Cardiac 
enlargement, arterial hypertension in the legs, and a 
persistently high erythrocyte-sedimentation rate complete 
the picture. The course of the disease is chronic and 
progressive, although survival for as long as 14 years 
after diagnosis has been recorded. 

. Takayashu, Soe. ins 1908, 554. 
. Caccamise, W. Whitman ke - 1952, 44, 629. 


Lewis, T., ‘Stokes, J. Brit. Heart J. 1943, 
Ask- Upmark, E Acta, med. scand. 1954, 149. 161. 
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Whether the pulseless disease is a clinicopathological 
entity or a variant or uncommon presentation of some 
more mundane arteritis is debatable. Clinically, it is 
unusual in that it attacks the large proximal arteries 
of young women—a distribution very unlike athero- 
sclerosis or Buerger’s disease. There seems no reason, 
pathologically, to suppose it is a form of disseminated 
lupus erythematosus, periarteritis nodosa, or rheumatoid 
arteritis. It is perhaps allied to the arteritis of indeter- 
minate origin which has been described from time to 
time, and Ask-Upmark‘ takes the view that it is an 
allergic response to a non-specific infection. Certainly, 
it is important that these cases should be carefully 
studied and recorded, if we are to understand what the 
condition really is. 


CHANGING PATTERN OF INFANT MORTALITY 


THE remarkable decline in infant mortality in the last 
half-century is common knowledge, but less attention 
has been given to the changing pattern of mortality 
during this notable period. Wallis Taylor,® working in 
the department of medical statistics in the University 
of Birmingham, has recently analysed this changing 
pattern, and from the trends revealed he has predicted 
the likely mortality changes in the near future. 

In England and Wales the infant-mortality rate showed 
no decided trend in the second half of the 19th century, 
and it remained around 150 per 1000 live births ; but 
there has been a regular quinquennial fall in the last 
forty years, and the current rate is under 30. The tempo 
of the decline was quickest in the decennium 1914-23 
and in the quinquennium 1945-49. This transformation 
has, of course, been produced mainly by progressive 
improvement in social and economic conditions and 
nutrition, and to a lesser extent by advances in thera- 
peutics. The infant-mortality rate is still one of the most 
sensitive indices of social conditions in a community. 
(Logan ® finds, perhaps surprisingly, that despite the 
tremendous reduction in infant mortality in the past 
thirty years, the difference between the rates in the 
various social classes remains the same. Thus both in 
1921 and in 1950 the rate of postneonatal deaths [4 
weeks to 1 year] in the Registrar-General’s class v 
{unskilled occupations] was four times that in class 1 
[professional groups]; nor have the differences between 
the social classes in the stillbirth-rate and the neonatal- 
death rate tended to diminish in recent years.) 

Rational forecasting of trends in mortality requires 
careful analysis of mortality attributable to different 
diseases. The most spectacular decline has been in summer 
diarrhea, with a slower though pronounced reduction 
in other infections, including tuberculosis. It is note- 
worthy that the mortality from pneumonia declined at 
a quicker rate after 1931, although the first quinquennium 
of this period came before the introduction of sulphon- 
amide drugs. The outstanding feature of the last decade 
has been the increased rate of decline in the mortality 
attributable to prematurity. But there has been no 
sustained reduction in the death-rates from the three 
conditions which constitute the hard core of infant 
mortality—birth injury, asphyxia and atelectasis, and 
congenital malformations—which together account for 
the majority of neonatal deaths. Apart from this hard 
core, the last two quinquennia have seen an accelerating 
decline in mortality in nearly all other categories, and 
it is particularly significant that in the last quinquennium 
(1946-50) the number of deaths from pneumonia, 
diarrhea and enteritis, and prematurity, which together 
accounted for 48-9% of all deaths, decreased more quickly 
than ever before. Taylor considers that these three 
conditions are likely to be the pacemakers of «he further 
improvement to be expected in the next decade. 


5. Taylor, W. Brit. J. . soc. Med. 1954, 8, 1. 
6. Logan, W. P. D. Ibid, p. 135. 


With three exceptions, all the communicable and 
epidemic diseases have consistently lost their sting 
throughout the whole period 1911-50, the exceptions 
being diarrhea and enteritis, influenza, and congenital 
syphilis. But the rate at which mortality has fallen has 
been very variable. Infant mortality from diphtheria 
fell very slowly until the introduction of systematic 
immunisation in 1940, but there was a rapid gain in 
momentum thereafter. As a cause of death, congenital 
syphilis fell away rapidly after 1920, except during the 
late war, which almost completely arrested the decline. 
Deaths from non-meningococeal meningitis and whooping- 
cough decreased rapidly in the period 1916-20, but slowly 
in the following quinquennium ; and in 1946-50 there 
was again a much quicker fall in the mortality-rate. 
Clearly, the factors contributing to the sustained reduc- 
tion in infant mortality are not equally applicable to all 
the individual causes of death. 

Taylor calculates that, if the tempo of decline in 
mortality from all causes remains the same as in the 
last quinquennium (1946-50), an infant-mortality rate 
of about 20 per 1000 live births can be expected in 1960 ; 
but the rate of decline in the last few years (29-6 in 
1950, 29-7 in 1951, 28.in 1952, and 27 in 1953), though 
highly encouraging, gives little promise of such an achieve- 
ment, for improvement in the rate becomes increasingly 
more difficult the lower it falls. Nevertheless the low 
infant-mortality rates already achieved in some countries, 
notably Sweden with 20 in 1952 and 18 in 1953, are 
challenging examples and an indication that an infant- 
mortality rate of 20 should be attainable in this country, 
if not in the present decade, at any rate in the next. 


DEATHS DURING ANASTHESIA 

Beecher and Todd! have made a very detailed 
and extensive study of deaths during anesthesia in the 
United States, which is bound to evoke discussion in this 
country. They investigated all deaths in the surgical 
service of ter university hospitals, over a five-year period 
from the start of 1948 to the end of 1952. At each 
hospital a surgeon and an anesthetist examined the 
particulars of each death, assigned it to one of five 
categories (of which “ anesthesia ’’ was one), and reported 
their findings, with details of the case, to Beecher and 
Todd. The other categories were ‘‘ the patient’s disease,” 
‘errors of diagnosis,’ ‘errors in surgical judgment,” 
and ‘errors in surgical technique.’’ Beecher and Todd 
have arganged the information statistically and inter- 
preted the results. 

Covering nearly 600,000 anesthetics, they find an 
anesthesia death-rate of 1 in 1560. This figure represents 
deaths wholly due to anesthesia (amounting to 1 in 2680) 
and those in which anesthesia was considered to play a 
primary part. The principal criticism of these figures 
concerns the criteria for assigning a death to any of the 
five categories. This is a difficult task when so many 
variables are present, and must surely leave room for 
disagreement—yet no cases are recorded as unassessable. 
Even so, the figures are valuable as a guide to the 
mortality of anesthesia. 

In their analysis Beecher and Todd note, among other 
things, that when a muscle relaxant is used the mortality- 
rate increases nearly sixfold: the death-rate was 1 in 
2100 when muscle relaxants were not used and 1 in 370 
when muscle relaxants were used. These are alarming 
figures, but they may be misleading since the design of 
the investigation, as a means of discovering the actual 
causes of anesthesia deaths, will not bear scrutiny. 
Beecher and Todd remark that the increased danger 
from muscle relaxants is possibly due to induced cireu- 
latory collapse despite the use of adequate artificial 
respiration. This is contrary to generally accepted 
clinical and pharmacological opinion, and, with the 


1. Beecher, H. K., Todd, D. P. Ann. Surg. 1954, 140, 2. 
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figures quoted, may mislead many people unacquainted 
with statistical methods. We can see no evidence from 
this survey to justify putting blame so squarely on the 
muscle relaxants. 

A statistical inquiry sometimes has unexpected and 
disturbing results, and the implications of this study have 
been well illustrated by Beecher and Todd’s comparison 
with poliomyelitis in the United States. They contrast 
the average poliomyelitis death-rate of 1-38 per 100,000 
of the population with the anesthesia death-rate of 
3-29 per 100,000. That anzesthesia causes nearly two and 
a half times as many deaths each year as poliomyelitis 
is a striking fact. 

Though the conclusions in this report are unlikely to 
be widely accepted in this country, no-one can question 
the value of making analyses of this kind ; the collection 
of data on the Beecher and Todd scale is one way of 
getting a clearer view of the dangers of anesthesia. 


MYCOBACTERIUM BALNEI 


Ir is a laudable habit of our Scandinavian colleagues 
to publish the completed results of research in mono- 
graphs distinguished by elegant printing, adequate and 
pointed illustration, and a scholarly completeness. 
These virtues, which are seldom allowed by serial publica- 
tion in one or more journals, are well exemplified in a 
recent account by Linell and Norden of a chronic infection 
of the skin caused by a previously unknown species of 
mycobacterium. 

Ever since the tubercle bacillus was recognised, there 
have been reports of other acid-fast bacilli, either 
suggested as the possible causes of human disease or 
held up as a warning lest they be mistaken for Mycobac- 
terium tuberculosis. Some of these grow in vitro as quickly 
as Escherichia coli ; some will hardly grow at all. Some are 
parasitic only on the lower animals ; some favour such 
eccentric habitats as butter or the mouthpieces of wind 
instruments. Since many of them have been described 
very inadequately by modern standards, bacteriological 
opinion tends to banish them into limbo. Nevertheless 
during the last ten years there have been reports from 
several countries of infections of the skin associated 
with acid-fast bacilli which are not M. tuberculosis. 
Gellerstedt ? in northern Sweden described ulcerated 
lesions of the exposed surfaces in which a few acid-fast 
bacilli were detected on section but not by cultural 
methods. MacCallum and others in Australia compiled 
an exhaustive and convincing account of a not dis- 
similar disease from which they isolated a mycobacterium 
unlike any other found previously in man which they 
named M. ulcerans.2 The authors of the monograph 
under notice had the opportunity of examining nearly 
a hundred children and adults in a town in central 
Sweden who suffered from ulcers of the skin similar to, 
but more benign than, those seen by the Australians. 
Epidemiological inquiries showed that all those affected 
had been frequent users of one swimming-bath, and it 
was easy to see that the common site of infection was 
where the forearm was grazed in pushing off from the 
rough concrete wall. An acid-fast bacillus was found 
in the ulcers, in the water, and on the walls of the bath ; 
and the authors completed their demonstration by 
producing identical lesions by self-inoculation. 

The success of the workers in both countries in isolating 
the bacillus which could be seen microscopically in 
excised tissue was due to incubating their cultures at 
about 30°C. At 37°C the organisms would not grow, 
and they were so little pathogenic to a guineapig that 
inoculation did not reveal their presence. The organisms 
found in Sweden and Australia are not, however, the 
same, though they have many characters in common. 


1. Linell, F., Norden, A. Acta tuberc. scand. 1954, suppl. 33. 

2. Gellerstedt, N. Acta path. microbiol. scand. 1944, 54, 574. 

3. MacCallum, P., Tolhurst, J. C., Buckle, G., Sissons, H. A. 
J. Path, Bact, 1948, 60, 93. 


The Swedish bacillus, which has been named M. 
balnei, grows more rapidly and produces a disease in 
rats and mice less severe than that caused by M. 
ulcerans. Both differ in many ways from the various 
forms of M. tuberculosis, from M. smegmatis, and from 
the acid-fast bacilli found in frogs and fish. Much more 
work must be done before these organisms can be 
assigned to their right place in Nature. They are probably 
rare, since minor damage in the swimming-bath is 
common experience. They are unlikely to be parasites 
as strictly limited in their range of hosts as the tubercle 
bacillus. Since no-one has made a search for them with 
suitable methods, it is not surprising that they have 
not been found elsewhere living free in water. In our 
present ignorance we would guess that they belong to 
that large number of micro-organisms—perhaps the 
majority—which can cause disease in man only by 
a rare mischance., 

Ulceration of the skin after injury in the swimming- 
bath has been reported from other countries, and one 
example of this at least was due to M. tuberculosis.‘ 
It is possible that these (and other) ‘‘ new ’’ mycobacteria 
might have been found more often if the value of an 
elastic technique in diagnostic bacteriology had been 
kept in mind. Since most of the bacteria which do 
harm to man grow best (or at any rate satisfactorily) at 
37°C, incubation at any other temperature is usually 
neglected. If we read the accounts correctly it was the 
superficial site of the infection and the analogy of myco- 
logical technique which suggested to the Australian 
workers that 30°C might give better results. Their 
example will no doubt encourage a bolder and more 
experimental attitude to a part of bacteriological method 
which is usually ‘‘ taken as read.’’ It is one more argu- 
ment against a tendency to regard diagnostic bacteriology 
as a routine procedure which may be delegated to 
technical staff with no more than offhand supervision. 
Bacteriology is confused and congested with old guesses 
and half-truths and much of it is still labelled “‘ terra 
incognita.’ It is a subject so young that the approach 
by trial and error, the knack of seeing that likes are in 
fact unlike, will bring many rewards. Within the last 
few years we have seen Clostridium welchii proved to be 
a cause of food-poisoning,® Pasteurella septica isolated 
not infrequently from human bronchi,® and an *mbar- 
rassingly large number of species of salmonelle not 
recognised before. None of these discoveries was the 
result of planned inquiry but rather of an imaginative 
approach to everyday problems. If the Dr. Livingstones 
of the bench will seek, ponder, and confer with their 
colleagues as studiously as the authors of this excellent 
monograph before they hurry into print, there will be 
less bacteriology to be forgotten at some later date. 


WOUND DEHISCENCE 


Tue healing of a wound is a remarkable and compli- 
cated process, liable to be influenced by many extrinsic 
and intrinsic factors. In the case of an abdominal 
operative incision it is virtually impossible to rest the 
healing parts completely: breathing, coughing, and 
sometimes vomiting cause extra strain on the line of 
suture, and distension may exert continuous pressure 
tending to separate the cut parts. 

The surgeon should have reliable data as to the best 
place to make his incision and the most secure method 
of closing the abdominal wall. But the sad fact is that 
accurate data, from observation of a controlled series of 
cases, are lacking. Each surgeon uses these incisions and 
methods of closure which he has been taught or which 
experience has shown him to be best ; but he may have 
little opportunity for comparing the healing of his 
4. Briick, C. Acta derm.-venereol., Stockh. 1952, 32, 443. 


5. Zeissler, J., Rassfeld-Sternberg, L. Brit. med. J. 1949, i, 267. 
6. Olsen; A. M., Needham, G. M. Amer. J. med. Sci, 1952, 224, 77. 


! 


THE LANCET] 


incisions with a reliable standard. Marsh et ak a nave. 
surveyed 1000 laparotomies in 500 of which the 
abdomen was closed by a standard method, while in the 
other 500 various different methods were used. As 
regards dehiscence they concluded that there was 
nothing much to choose between the transverse and 
vertical incisions, provided that the latter were close 
to the midline; but they found that dehiscence was 
much rarer when a series of through-and-through sutures 
had been added to the layer-closure. 

These findings are helpful, though they may be open 
to some question since the 1000 cases reviewed were 
selected from a series of 2000 cases. Subjects which 
might now be investigated include the comparative 
frequency of wound dehiscence in wounds sutured by 
absorbable and by non-absorbable material ; the effect of 
early ambulation on the frequency of wound dehiscence 
and later incisional hernia; and the relative frequency 
of incisional hernia after vertical and after transverse 
incisions. These would be difficult and lengthy researches, 
but definite conclusions would greatly aid the surgeon. 


IN THE MENTAL HOSPITALS 


OVERCROWDING in our mental hospitals grows steadily 
denser—with great and growing detriment to patients. 
The Board of Control? report this week that, according 
to the standards prescribed by the Ministry of Health, 
these hospitals at the end of 1953 could properly take 
123,157 patients. They were, in fact, housing 139,135— 
which means that nearly 19,000 mentally ill people for 
whom there were no places had somehow been squeezed 
into them. It is greatly to the credit of the mental- 
hospital service that in such conditions, and with a quite 
inadequate supply of trained and student nurses and 
nursing assistants, they have achieved their best record, 
so far, of physical health among their patients ; their 
lowest incidence of, and death-rate from, tuberculosis ; 
a decline of typhoid infections (once a scourge of mental 
hospitals) to 22 cases, with 2 deaths ; and only 731 cases 
of dysentery, most of them mild. Thus can modern 
treatment offset the ill effects on physical health of 
overcrowding. Its ill effects on mental health can neither 
be so strikingly reduced nor so accurately measured. 
They must nevertheless be serious. 

The board, in their annual report, usually confine 
themselves to a bare statement of figures (reserving their 
fuller comments for the annual report of the Ministry of 
Health), but this time, impressed by the gravity of the 
position, they have taken the opportunity to suggest 
remedies. The annual increase in resident patients during 
the past five years has averaged 1309; and attempts to 
cope with this increment have already led to a deteriora- 
tion in hospital conditions. 


‘There is need,”’ the board say, “for more domiciliary 
services, day hospitals, social clubs and beds both in the 
Hospital Service and outside it. There is a widespread feeling 
that certification and admission to mental hospitals could be 
avoided in many instances if suitable accommodation were 
available elsewhere for old people who, though legally 
certifiable, do not show such seriously disturbed behaviour as 
to make it essential.” 


They point out that old people often recover from mental 
illnesses ; indeed, a survey of aged patients admitted to 
six mental hospitals showed that well over a third were 
discharged within a year. Some of those at present 
admitted to mental hospitals, the board suggest, might 
well respond to short-term treatment in special geriatric 
units, and return home; others might be admitted to 
chronic wards or to the long-stay annexes of hospitals 
advocated by the Ministry of Health; others might be 
suitable for “part-1m accommodation’? under the 
1 1 ton L., Coxe, J. W., Ross, W. L., Stevens, G. A. 
med, Ass. i954, 158, 1197. 


2. Report of the of Control to the Lord 
Chancellor, for 1953. 1954. Pp. 9. 6d. 


18, 1066 591 


Nasional | ‘Act. “The aim,”’ say, 
‘is to secure that everywhere certification shall be the 
last resort.’’ This is a humane enough principle ; and it 
is true that nearly 29% of the mental-hospital population 
are over 65, so that any substantial reduction of their 
numbers would mean an easing of pressure in the over- 
crowded wards. On the other hand, before they are 
packed off elsewhere it seems important to consider 
whether they will be worse or better off. There are now 
about 1000 beds in long-stay annexes and a further 1000 
are likely to be available soon. These probably offer 
the best and most appropriate way we have devised so 
far of caring for the old person in frail health who is 
likely to need a hospital bed at short notice and who has 
no home to return to. Many chronic wards, too, are 
nowadays comfortable and kindly places ; but they still 
vary. Some part-1l accommodation is good ; but from 
some areas come reports of dark wards, high windows, 
steep stairs, inaccessible lavatories, and dining-rooms 
reached only after a long outdoor excursion in every kind 
of weather. Moreover, all these alternatives to the 
mental hospital are themselves overcrowded. In this 
desperate situation we shall not gain much by shifting 
old people round, like, pieces on a chess-board. The 
services needed for their reception and comfort must 
develop and improve as—indeed, before—they are 
transferred. 


EFFECTS OF FRICTION ON THE SKIN 


Many people have an itchy skin ; but repeated scratch- 
ing does not always result in the peculiar leathery change 
called lichenification. On the other hand, some develop 
lichenification rapidly, especially when the itch is caused 
by some manifest dermatosis such as eczema or ring- 
worm. ‘ Lichen simplex ’’ therefore belies its title. 

In order to study objectively the effects of friction on 
the skin, scratching machines have been devised by which 
measurable amounts of pressure are applied at will. 
Naylor! has used such a device to investigate the 
strength of the epidermis ; and he has shown that after 
a certain amount of friction has been applied the epidermis 
quite suddenly gives way. If the rubbing is stopped 
just before this point, a small flaccid blister may be seen. 
Histologically, the most superficial cells of the epidermis 
are mainly affected ; these become necrotic, and small 
vesicles appear within the epidermis. From Naylor’s 
description the changes seem to differ from those of 
eczema, ,although Clarke? implies that friction alone 
causes intra-epidermal vesicles of eczematous type and 
that many cases regarded as eczema or neurodermatitis 
are primarily friction artefacts. 

Friction alone has not yet been found to cause lichenifi- 
cation in healthy people. Goldblum and Piper® have 
sought to produce lichenification by means of a scratching 
machine, but so far they have succeeded only in patients 
with skin disease—‘ neurodermatitis,’ eczema, and 
pityriasis rubra pilaris. That lichenification is due te an 
unusual physical state is further suggested by their 
experience with the case of pityriasis rubra pilaris. When 
this patient was given large quantities of vitamin A, the 
pityriasis subsided notably and the area of induced 
lichenification also improved despite continued scratch- 
ing; but this returned to its former intensity when the 
vitamin was discontinued. 


THE INDEX and title-page to Vol. I, 1954, which was 
completed with THe LANCET of June 26, is published 
with our present issue. A copy will be sent gratis to 
subscribers on receipt of a postcard addressed to the 
Manager of THE LANCET, 7, Adam Street, Adelphi, W.C.2 
Subscribers who have not already indicated their desire 
to receive indexes regularly as published should do so now. 
1. Naylor, P. F. D. Trans. St. John’s Hosp. derm. Soc. 1952, 31, 29. 


2. Clarke, D: M. Med. J. Aust. 1954, ii, 207. 
3. Goldblum, R. W., Piper, W. N. J. invest. Derm 1954, 22, 405. 
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Special Articles 


RAPPORT WITH THE PATIENT 


SYMBOLIC SIGNIFICANCE OF THE DOCTOR’S 
BEHAVIOUR 


AINSLIE MEARES 
M.B., B.Agr. Se. Melb., D.P.M. 


CLINICAL ASSISTANT, ROYAL MELBOURNE HOSPITAL, MELBOURNE, 
AUSTRALIA 


Now that we are beginning to have a better under- 
standing of the emotional factors in illness, more emphasis 
is being laid on the dynamics of the doctor-patient 
relationship. Rapport between doctor and patient—when 
the patient feels that the doctor can help him, and the 
doctor feels that he can help the patient—is much more 
than a pleasant working relation between two individuals. 
It is essential for the successful treatment of most 
psychoneurotic disorders, and is important in treating 
organic illness wherever there is an emotional component. 

Some doctors who accept the emotional nature of 
rapport nevertheless try to win the patient’s confidence 
by such intellectual reassurances as: “I am your 
doctor ; everything you tell me is confidential. You 
can trust me.’ » Usually such an approach leaves the 
patient unmoved. Sometimes it has an undesired effect. 
The patient, distressed by his inner turmoil, is suspicious 
of anyone who is so overtly anxious to win his confidence. 
Even such intellectual considerations as an objective 
estimation of the doctor’s skill or professional standing 
have little to do with the establishment of rapport. 
In fact, rapport may be achieved in spite of the patient’s 
intellectual appreciation of the doctor’s shortcomings. 


The Consultation 


An emotional relation cannot*be established by words 
used at an intellectual level. It is brought about by 
the simpler, more primitive, emotional mechanisms, in 
which behaviour may have a symbolic significance. 


The Greeting 

With every new patient there must be a first meeting. 
This involves a greeting of some sort. This first gesture 
to the patient by the doctor has a significance far 
beyond the usual formalities of introduction. For instance, 
the degree of emotional warmth offered in the first 
handshake may profoundly affect the subsequent relation- 
ship with the patient. 

The consultation may be a routine matter to the 
doctor, but to the patient it is an event of great import. 
Almost any symptom can provoke unexpressed ideas of 
malignancy and death. A patient may come into the 
consulting-room feeling how glad he is to see the doctor : 
the moment has come at last when he can unburden 
himself of his anxieties. He does not express this feeling 
in words, but it can be seen in his expression and his 
gestures. Rapport then comes easily. But if the first 
handshake is cold, indifferent, or inconsequential, the 
patient senses that his emotional state is out of tune. 
He feels rejected. Barriers arise, and it may be some 
time before rapport can be gained. 

The inhibited patient, on the other hand, is tense, 
uncertain, and apprehensive about the interview. To 
greet him warmly would make emotional demands 
which he would be unable to fulfil, He is not ready 
to respond with warmth. Friendship offered too readily 
frightens him and makes him withdraw further into 
himself. With such patients the first handshake must 
be casual, perhaps rather distant, and without emotional 
significance. 


The Secret 


The nurse withdraws. Doctor and patient are left 
together. There is meaning in this. It is the preparation 


for something private and confidential. 
what the patient says is secret. Doctor and patient 
have a secret between them. There is an emotional 
bond between those who share a secret. 

A secret is often associated with the idea of guilt, as 
in children who keep their guilty secrets from their 
parents. Guilt strengthens the bond between those 
who share the secret. With psychoneurotics whose 
histories contain factual or fantasied guilt, the secret 
clearly becomes a guilty one; but it is strange how 
often there is an element of guilt in the patient’s mind 
when he is giving a history of clear-cut organic illness. 
The bond between doctor and patient is strengthened 
and the beginning of rapport is made. 


Friendship 

We cannot offer friendship in so many words. The 
patient would feel that such an offer was artificial. 
Friendship is customarily offered obliquely and by 
extraverbal or symbolic mechanisms. So it is in the 
establishment of rapport. The chair can be drawn a 
little closer to the patient, and when the history evokes 
emotion in the patient the gesture can be repeated. 
A cigarette offered at the right time is taken as an 
offer of friendship; a cigarette offered at the wrong 
time is an incongruity which makes the patient withdraw 
into himself. 


Attitudes 

As the interview proceeds, both doctor and patient 
form attitudes toward one another. The attitude may 
represent superiority or inferiority, aggression or sub- 
mission, love or hate, dominance or dependence, or any 
of the many biologically significant attitudes. The 
particular attitude is determined by such factors as the 
personality structure of the individuals, the content of 
the discussion, and the defences called forth. 

The doctor may be unconsciously mancuvred into 
attitudes or réles by the patient. A dependent patient 
may tempt the doctor into a dominant attitude which 
suits his dependence but may not be the best for therapy. 
The doctor may permit a dominating patient to manage 
many aspects of his own treatment. With other 
patients he may find himself in a parental protective 
attitude. 

When the doctor remains passive, his réle is determined 
by the patient, and his attitude soon develops a symbolic 
value. To the patient he unconsciously becomes the 
permissive parent, the understanding husband, the wise 
confessor—whatever is demanded by the patient’s real- 
life situation or whatever was lacking at the moment 
of the patient’s past life which is being discussed. At 
this stage, the patient feels that the doctor is filling an 
emotional gap in his life, and rapport comes easily. 
If he needs psychotherapy, this symbolic attitude may 
grow into a transference situation in which he expresses 
feelings for the doctor which he really holds for someone 
else, and the doctor may find himself symbolising the 
cruel father or wicked lover. 


It implies that 


Touch 

We touch those whom we love. Of those whom we 
dislike, we say we would not touch them with a barge- 
pole. In illness, touching takes on great importance. 
The mother holds the hand of the sick child. The 
psychotically depressed patient will not let you take his 
hand, because he feels too wicked. He feels himself 
untouchable. 

We touch those whom we feel for. To take a patient’s 
hand when he is struggling with emotion gives him the 
feeling that somehow the problem is shared with the 
doctor. This is an emotional process and the same 
effect cannot be brought about by words. It helps the 
patient in his distress and helps to establish a thera- 
peutically valuable relation between doctor and patient. 
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If touching a patient evokes emotional stress in the 
doctor himself, he is likely to avoid the gesture, even 
when it is obviously appropriate, rationalising his 
behaviour on some such ground as decorum. 

Because it is so powerful emotionally, its misuse can 
be disastrous. To take the hand of a patient who is 
shy, introverted, frightened of his emotions, and with- 
drawing into himself, is merely a way of letting him 
know that you have no understanding of what he is 
feeling. Such a patient’s defence by withdrawal must 
be respected. Only very slowly can he be brought into 
an emotional relationship with the doctor. 

Touching can have an undisguised erotic significance. 
The patient who feels that it is an erotic advance to 
overcome a difficulty, will probably reject the gesture 
and withdraw behind an emotional barrier. If, on the 
other hand, the gesture is interpreted as erotic and 
accepted the chances of establishing therapeutically 
useful rapport have lessened. 


Shared Emotional Experience 

From everyday life we all know that a bond forms 
between those who share an emotional experience—be 
it fear, guilt, sorrow, love, happiness, or exultation. 
When a patient abreacts his emotion in the presence of 
the doctor, he feels that the doctor shares in his emotion. 
The situation symbolises the real sharing of emotion. 
A patient may describe his epigastric pain and say that 
he believes he has a cancer: this exchange at an intel- 
lectual level has little bearing on the formation of 
rapport. But if the patient weeps and expresses his 
fear of cancer, the whole is an emotional experience 
which is shared by the doctor. 

Patients who are either emotionally blunted or with- 
drawn, or who exhibit la belle indifférence, will form 
rapport more readily if they can be induced to express 
some emotion in the presence of the doctor, even if it 
is only a display of aggression. 


The Physical Examination 


Our medical training is essentially scientific and 
objective. We are taught the physical examination of 
the body. The procedure is made objective and as 
matter of fact so as to protect both doctor and patient 
from their emotions. The mature doctor, forgetful of 
his own anxieties as a student, may fail to remember 
that to many patients, physical examination calls forth 
all kinds of emotions and is full of symbolic significance, 

It transgresses the taboo of nudity; and when the 
doctor is a man, this involves some emotional difficulty 
in many male patients as well as women. The patient 
controls his conduct by effort of will and intellect, and 
a certaimt amount of tension and anxiety is produced. 
When this anxiety is respected, the patient feels that 
the physician understands him and appreciates his 
difficulties. 

There is a symbolic significance in uncovering the 
body. It means that one is prepared to expose the self. 
For example, the patient may have fairly clear-cut 
somatic symptoms. There is a suspicion that they may 
be functional, and a suggestion something is worrying 
him. He is given the opportunity to unburden himself, 
but fails to do so. Such a patient will often suddenly 
disclose his problem during the physical examination. 
The uncovering of the body has made the uncovering 
of the mind easier. This aspect of the physical examina- 
tion is important in the treatment of the psychoneurotic. 

The patient submits to the physical examination. 
He gives his body over to scrutiny. He surrenders him- 
self to the doctor. Even intelligent patients at this 
stage may regard the doctor as near omnipotent and 
omniscient. For instance, the idea that the physician 
can determine the patient’s past sex life from inspection 
of the genitalia is quite common. 
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Symbolic Barriers 


Again there are some aspects of the behaviour of the 
doctor which because of their symbolic value may hinder 
the formation of rapport. 

When the doctor interviews the patient across a 
large desk the desk becomes, in the patient’s mind, a 
psychological barrier. It reminds him of interviews with 
his headmaster, his employer, his bank manager— 
occasions when he would be on guard, when he would 
not give away too much information. 

Some hospitals provide the doctor with a comfortable 
chair, while the patient is given a cheap, inferior, 
uncomfortable stool. This has a significance beyond the 
provision of comfort for the physician. It implies his 
superiority and the patient’s inferiority. Sometimes this 
may be therapeutically advantageous, because it gives 
the doctor prestige, but sometimes it is a disadvantage. 
Prestige and rapport aid suggestion, and make it easier 
for the patient to accept the doctor’s advice ; but rapport 
is not dependent on prestige. Indeed the doctor’s prestige 
may hinder the formation of rapport, if the patient 
associates prestige with the idea of inaccessibility. 
Omissions 

Omissions may be éven more significant than positive 
acts. They occur in the formalities of greeting 
and departure, in history-taking, and in the physical 
examination. 

One day the patient may be greeted in a normal, 
friendly way. During the visit, he may disclose a part 
of his history which amounts to a confession of guilt. 
The patient wonders whether the doctor thinks less of 
him because of his guilt. At the next visit he is uncertain 
of his relationship with the doctor. Any omission of 
normal friendliness in the greeting is interpreted as 
coldness, and rapport is lost. 

During the history-taking, it is not uncommon for the 
patient to make oblique references to the psychologically 
significant area in the history. This is an indirect invi- 
tation to the doctor to inquire further. The doctor may 
not recognise it as such, or he may recognise it and 
avoid it because he wants to cover other areas of the 
history first, or because he is not sufficiently sure of 
his relationship with the patient to explore difficult 
ground. Whatever the reason, the failure to accept the 
patient’s invitation is a symbolic rejection of his offer. 
The patient feels rejected, and a chance of establishing 
rapport is lost at least for the time being. 

Omissions in the physical examination may assume 
a symbolic significance, particularly the examination of 
the genitalia. 

Patients tend to rationalise the cause of their trouble 
before consulting the doctor. For instance, it is not uncommon 
for patients with abdominal discomfort to believe that their 
trouble is due to past masturbation. Because of embarrass- 
ment, and because the idea is only vaguely in the patient’s 
consciousness, it is seldom mentioned at the first interview. 
But such patients hint at their genital worries by irrelevant 
references to masturbation or menstruation. Failure to 
follow these leads is a symbolic rejection of the patient. 

Another example is the patient with anxiety symptoms 
who has some awareness that the trouble is associated with 
his sex life. He often approaches the subject candidly early 
in the interview. If he is examined physically and examina- 
tion of the genitalia is omitted he feels that the examination 
is incomplete. What is more important is that the omission 
suggests that to the doctor the genitalia differ from the 
other organs. The patient senses personal difficulties in 
the physician. Rapport is lost and psychotherapy becomes the 
more difficult. 


Such problems are individual and dynamic. The 
routine complete examination of all patients is no 
solution. To some patients such a procedure represents 
an assault on their privacy which makes rapport 
impossible. 
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Extraverbal Communication 

Words represent ideas. As such they are symbols, 
and any use of words is a form of symbolism. Some- 
times words are used in a different form of symbolism 
in which their literal meaning does not matter, and their 
implied or extraverbal meaning is all-important, because 
it discloses the speaker’s emotional state. 

The mechanism can be illustrated by an oversimplified 
example. The patient comes into the room, and with an 
appropriate gesture is greeted with, “It’s a nice day, Mr. 
Smith.” The patient accepts the phrase as a greeting and 
ignores the literal meaning of the words. Such a greeting 
implies friendliness. It is in fact a disclosure of the doctor’s 
emotional state towards the patient, and as such, has an 


emotional significance far beyond the literal meaning of the 
words. 


Emotional states are conveyed by the symbolism of 
the extraverbal meaning of speech. It is common 
experience that the emotional state of one person 
influences the emotional state of others. If we meet 
two friends who are happy and laughing, we also tend 
to feel happy. If one man in a group panics his fear 
is likely to affect others. When a child cries, other 
children may ery even without knowing the cause of 
the first child’s tears. In the same way the patient is 
influenced by the emotional state of the therapist as 
shown by his expression, gesture, and the extraverbal 
meaning of his speech. 

If we examine our conversation with patients, we 
find that a great number of phrases have a significant 
extraverbal meaning. To ask a patient to tell you 
about himself implies, ‘‘ You can trust me.’’ A question 
about his intimate life carries the extraverbal meaning, 
“Tell me your secrets,’’ which in turn implies, ‘‘ I am 
a person to whom you can tell secrets.’ An inquiry 
into some difficulty suggests, ‘‘I understand these 
matters, I know how you feel in your trouble.’”” The 
way the phrase is spoken, the intonation, the facial 
expression, the gesture, the context, all modify the 
extraverbal meaning. 

With some questions it is sometimes hard to avoid 
an undesired extraverbal meaning. For example, a 
patient may state his religion. It may be important to 
know whether his church membership is only nominal ; 
but any question along these lines, whatever the literal 
meaning of the words, is likely to give the patient the 
idea that he is being criticised. 


BRapression and Gestwre 

Our emotional state is being continually made known 
to our fellows by our facial expression and the gestures 
of hand and body, which are normally integrated with 
our facial expression. 

The subtleties of meaning in a facial expression are often 
so complex that they defy description in words. Yet 
these nuances of emotional expression are somehow 
unconsciously recorded and interpreted by the observer, 
and are important in determining the affective relation 
between two people. 

We can express verbally the intellectual concomitants 
of our emotions, but the emotion itself is made known 
by expression and gesture. We like people whose 
emotions are expressed smoothly and freely, because it 
gives us a cue as to how to act towards them. We are 
suspicious of those in whom there is disharmony between 
their expression and their speech or behaviour. 

This manifestation of our emotional state is an uncon- 
scious process. In our normal interpersonal relations 
with our fellows, we are not aware of our expression 
and gesture. Furthermore, we have only limited ability 
consciously to produce appropriate expressions and 
gestures. So, in establishing rapport, any attempt to 
feign an expression of friendliness which we do not feel 
is liable to betray itself in some slight incongruity. 
Somehow this is registered by the patient, usually not 


in his full awareness, but still sufficiently to prevent 
him developing a friendly feeling towards us. 

This communication of emotion by expression and 
gesture is a phylogenetically primitive mechanism. It 
must have evolved long before the verbal expression of 
thought. The capacity to think logically, and the use 
of language to express our thoughts have become so 
important that these more recently acquired aptitudes 
tend to try to take over the more primitive method 
in which emotion is communicated by expression and 
gesture. This gives rise to the attempts and failures 
of those who try to establish rapport by an intellectual 
approach. 

The communication of emotion by expression and 
gesture takes on a new significance when the expression 
or gesture has some symbolic value to the patient. 


A patient may give a history of immoral behaviour which 
arouses disgust in the doctor. If this feeling is given uncon- 
scious expression by a slight frown or tightening of the lips, 
the patient is not only aware of the doctor’s disapproval, 
but (what is much more important) regards such an expression 
as paternal authority, and immediately identifies the doctor 
with such authority. An cedipal situation is enacted, and 
the establishment of rapport becomes difficult. The moti- 
vating force is not the doctor’s disapproval, but the symbolic 
significance to the patient of the expression of this disapproval. 

Another example is the young woman who has had an 
unhappy love experience. The doctor smiles a welcome. 
To her, such a gesture symbolises a lover’s approach. She 
is on guard. She cannot return the offer of friendliness 


because of its symbolic significance to her. 


Symbolic Emotional States 
The mechanism by which the doctor’s attitude to the 


patient assumes a symbolic significance can be continued 
so that his emotional state becomes endowed with a 
symbolic value. 

If a patient is distressed and the doctor remains 
calm, the patient may attribute his calm to lack of 
sympathy, which is a symbolic rejection. On the other 
hand, the patient may sense that the doctor feels and 
understands his distress, but still remains calm. The 
physician’s emotional state then assumes a symbolic 
quality. To the patient his calm becomes equated with 
serenity, and may be further elaborated with spiritual 
qualities. The patient loses his distress, acquiring calm 
from the doctor. 

Summary 

Rapport is an emotional phenomenon and it is estab- 
lished by emotional, as distinct from intellectual, mecha- 
nisms. Among these is the symbolic significance of 
the doctor’s behaviour. The small things the doctor 
does, the things he does not do, all have a significance 
to the patient. These acts or omissions do not usually 
enter the patient’s clear consciousness, but through their 
symbolic value they modify the affective relation between 
patient and doctor. The privacy of the interview, the 
expression of anxieties, and the nature of physical 
examination have a meaning beyond the factual situation, 
as do the doctor’s attitude, his mood, and the extra- 
verbal meaning of his speech. An awareness of these 


mechanisms can help the doctor to establish and contro! 
rapport. 


. . The ideal of the servantless civilisation, already fully 
realised in the United States, is doubtless a noble one, and 
those who so bravely, and possibly sincerely, maintain that 
they feel degraded by being waited on by their fellow human 
beings compel our admiration, although personally they 
invariably provoke me to confess that I can tolerate without 
discomfort being waited on hand and foot, But it is an ideal 
attended by one grave disadvantage—whom is there left for 
the children to talk to ? A mother’s love is all very well, but 
it is only a poor substitute for good relations with the cook.” — 
OsBeRtT Lancaster, The Cornhill, summer, 1954, p. 247. 
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REMEMBERING YOUR CHILDHOOD * 


DermMop MacCartuy 
M.D. Lond., M.R.C.P., D.C.H. 


Memory, for most people, goes back to the age of 
five or six with ease and in great detail, but earlier than 
this it seems to peter out rapidly. Why are the years 
before five, the most delightful period of childhood some 
would say, so feebly remembered ; or sometimes not at 
all? It is the age of intense feelings, rapturous impres- 
sions, absolute spontaneity of expression, and complete 
unselfconsciousness. 

Descriptions of isolated moments and experiences 
retained from infancy can be fascinating, but they are 
too fragmentary to tell us much about the states of 
mind of easly childhood. All we know about this, or 
think we know, is based on our observations of the 
behaviour of children, their play, their drawings. It is 
true their behaviour is transparent, but what a help it 
would be if we could actually remember those early 
days—besides saving the psychologists an immense 
amount of trouble. 

Anyone who tries to remember his past in detail is 
immediately in danger of embroidering any salient 
memory and of filling in the gaps between these points 
by imagination. What I mention of my own experiences 
I have therefore been careful to prune. But there is 
something about the vividly remembered moments of 
childhood—* virgin memories ’’ as Walter de la Mare 
has called them—that demands respectful handling, and 
serious autobiographers, one can feel, have taken great 
pains to be faithful to the original. 

Really early memories are rare. Henry James is said 
to have remembered seeing Paris from a cab at the age 
of little more than one year. The Swiss poet, Carl 
Spitteler, remembered seeing, at the age of two, rabbits 
with blue necks and red tails and ears, hens with green 
feet, and little pigs all colours. He did not believe that 
this was a true recollection himself till he learnt years 
later that a farmer near his childhood’s home had the 
eccentric habit of painting his livestock with different 
colours—perhaps for identification if they chanced to 
wander. Sir Edmund Gosse could not have been much 
over two when he witnessed the theft of a leg of mutton 
which he describes in Father and Son. 


“ Out of the darkness of my infancy there comes only one 
flash of memory. I am seated alone, in my baby chair, 
at a dinner table set for several people. Somebody brings 
in a leg of mutton, puts it down close to me, and goes out. 
I am again alone, gazing at two low windows, wide open 
upon a garden. Suddenly, noiselessly, a large, long animal 
(obviously a greyhound) appears at one window-sill, slips into 
the room, seizes the leg of mutton and slips out again. When 
this happened I could not yet talk. The accomplishment of 
speech came to me very late, doubtiess because I never heard 
young voices. Many years later, when I mentioned this 
recollection, there was a shout of laughter and surprise : 
‘ That, then, was what became of the mutton!’ ” 


This story shows how frustrated infants must feel 
when they have not yet acquired verbal expression 
although their powers of comprehension are well 
advanced. 

At the age of five or six comes self-consciousness. By 
self-consciousness I do not mean just sheepishness and 
hanging-back when asked to say how-do-you-do or 
thank you. I’ mean that the child is aware that he 
is an individual and, what is equally important, that you 


* Part of a lecture given to undergraduates in the department 
of child health, Radcliffe Infirmary, Oxford, on Jan 30, 
1953. 


also are an individual with a separate existence, not just 
a figure in his world. To some children this change 
comes in a flash and is a deep and important experience, 
It has often been described in autobiographies. To 
quote Father and Son again, Gosse was overcome with 
guilt the first time he successfully deceived his father 
and filled with dismay at discovering that his father 
was not after all omniscient, infallible, and virtually 
a deity. 

“ . . of all the thoughts which rushed upon my savage 
and undeveloped brain at this crisis, the most curious was that 
I had found a companion and a confidant in myself. There 
was a secret in this world and it belonged to me and to 
somebody who lived in the same body with me. There were 
two of us, and we could talk with one another. It is difficult 
to define impressions so rudimentary, but it is certain that it 
was in this dual form that the sense of my individuality 
now suddenly descended upon me,” 


To others this realisation comes gradually. Thereafter 
children become more reserved, more reflective. Children 
who develop late or who are a little retarded mentally 
retain the complete spontaneity of the younger child 
till they are six or seven or even older. I do not know 
how much this important stage in the growth of the 
mind has to do with the power of retaining mental 
impressions, but from this age onwards my past is 
crowded with memories. 


* * * 


When I was a child I saw that grown-ups, with rare 
exceptions, had forgotten about their childhood ; there 
was no other explanation of their extraordinary beha- 
viour. And while I was still a child I determined that 
I would not forget. Even though I might later feel 
different and be physically changed it should be possible, 
I thought, to remember it all clearly enough to prevent 
me from making the mistakes that grown-ups made, or 
making myself ridiculous or unpopular as grown-ups 
sometimes did, and even from ceasing to enjoy the kind 
of fun children had. But it was difficult. There is a 
gap between childhood and the mid-twenties in which we 
are anxious to shake off the last vestiges of being a 
child and have not yet become interested in parenthood. 
If this gap is not peopled with children we lose touch and 
forget. Some of you are probably still in this stage. 
Among the things I have succeeded in carrying across 
this gap, thanks to my childhood resolution, besides 
memories about children are a number of rather cen- 
sorioue observations about grown-ups. Some of them 
are impressions from early childhood and many of them 
are subjective. 

My first observation concerns being tired and feeling 
ill. I do not believe children feel tired save in the sense 
of wanting to rest after much exercise. A few asthmatics 
who are aware of what they feel may be exceptions. 
Grown-ups, on the other hand, were always saying they 
were tired, and they actually wanted to go to bed, or 
said they did—though it didn’t ring very true, as they 
invariably stuck to their privilege of going to bed late. 
They would also accuse you of being tired, when you 
hadn’t even been running about: especially if it was 
getting near bed-time. 

Feeling ill is another preoccupation of grown-ups which 
children hardly recognise. Pain, yes; and feeling sick, 
of course ; but when children really are ill they do not 
seem to be conscious of it as a feeling in itself. Their 
circle of awareness contracts moré and more as they 
become iller, to the point even of unconsciousness. As 
they recover the old interests come flocking back. But 
it is the ebb and flow of rapport with his surroundings 
that constitutes illness and recovery for a child, not the 
question of whether or not he feels rotten. 

Another false pronouncement from the grown-ups was 
that you were ‘“‘the image of your mother.” They 
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might as well stand over a rabbit and say ‘ Isn’t it 
exactly like a horse.’ And yet over and over again 
these people who seemed to know everything, strangers 
especially, would come and make this ridiculous state- 
ment. 


Again grown-ups were always wanting to kiss you and 
you were liable to get a wet kiss or occasionally a kiss 
on the mouth which was horrible and had to be rubbed off 
as quickly as possible with the sleeve. 


We were always being told not to stare. But a grown-up 
may stare at a child and worse still a whole ring of 
grown-ups may stand round a child staring, laughing, 
and making jokes over its head. Grown-ups little realise 
how they are being judged by children at such moments, 
or even more when they try to get down to the level of 
the child. We knew our level and we knew theirs and 
preferred a grown-up not to put on a childish manner 
which often was inappropriate to our age. The nicest 
grown-ups brought you up to their level, or up to a sort 
of ledge somewhere near it, where their memories of 
their childhood were alive enough to prevent them from 
saying anything tactless, and where in fact they could 
draw you out of your shell. Misjudging age is a thing 
for which grown-ups are rather unfairly censured by 
children. But gross errors are, we must admit, a sign 
of having forgotten your childhood. 


Grown-ups would often refuse a sweet when offered 
one. That was a complete mystery. 


Another strange thing about grown-ups was that they 
could not run. Or if they did, it did not look like running 
and they made a tremendous fuss about it, panting 
and expostulating. My Nanny used to say ‘I can’t, 
I’ve got a bone in my leg,” and for a long time I accepted 
this mysterious explanation. Perhaps because my child- 
hood skirts were a bit longer, I took this peculiarity so 
much for granted that it was only when I was taken 
to a football match while still a small child that I realised 


that men at any rate really could run properly, and I 
was most surprised. 


Perhaps the most extraordinary, the most incompre- 
hensible thing of all, about the grown-ups was their 
shape. They were always so well covered with clothes 
I could never get any idea of their true lines or how 
they were put together. This applied particularly to 
fat people with skirts. A head on top, hands coming 
out of sleeves, feet appearing from under the skirt, and 
what was all the rest? I believe the distortions and 
vulgarities of the Walt Disney world and the bulbous 
‘ figures of adults in ‘ comics ”’ are for children in some 
way a Satisfying representation of what they imagine 
the anatomy of grown-ups to be. And indeed children 
are right ; as we get older our shapes do become very 
like these cartoons. But the child is so small that he is 
naturally amazed at the mountainous bosom, the huge 
overhanging tummy, the pillars of legs, the giraffe-like 
distance to the face of tall people, the Adam’s apples, 
the bald heads, the great backs, and above all the 
incredibly big behinds. 


Dercum’s disease was still regarded as a clinical entity 
when I was a student, but I rather suspect that it 
would have had less recognition when first described 
were it not for the illustrations. Dercum was per- 
haps the first person to have the audacity to reproduce 
photographs of ordinary elderly fat people with 
nothing on. 

These are perhaps the impressions of a very small 
child, but to children of any age the esthetic difference 
between their bodies and ours is so obvious and so great 
that we and they are, as it were, not of the same species. 
To the small child our shape is a mystery, rather as an 
elephant would be to a short-sighted person. To the 
older child it is more comprehensible but none the less 


rather shocking. I think the feeling of the physical 
difference of grown-ups can be shocking to children 
almost until they are grown-ups themselves. Thus 
whenever sick children are nursed in hospital wards for 
adults their sensibilities are liable to be shocked by what 
they hear, what they smell, and what they may happen 
to see. 


About faces less confusion exists. Children are apprecia- 
tive of good looks and critical of ugliness. They are 
prejudiced, of course, but anyone with a ‘‘ nice face”’ 
will win as much favour as someone who is actually 
beautiful. Voices, too, are important. I may be taking 
these things too far, but I would bet that of two people 
equally endowed with tact the one who had the most 
sympathetic voice would have the more success with 
children, particularly in the initial approach. These 
qualities might well be considered in selecting candidates 
for child-nursing. 


Children have fastidious noses and are easily revolted. 
How one reacts to new smells rather depends on what 
smells one is in daily contact with. Many grown-ups I 
remember had personal smells which were nice—either 
scented, kitcheny, tobaccoy, or tweedy. But children 
are down on anything the least bit malodorous if it is 
unfamiliar. At a convalescent home I used to visit there 
was a kindly elderly body who acted as nannie and 
general help. The matron said to me: “I can’t think 
why she is not popular with the children. She adores 
them and would do anything for them and yet they 
just don’t seem to take to her.’? Standing close to her, 
I found the reason was obvious, though only just detect- 
able, for despite starched cuffs and apron and a whiff 
of eau-de-cologne, she was, I am afraid, not absolutely 
clean. 

* * 


The whole of childhood is quickened by fear. Frights 
are inevitable and lead to apprehensions, self-control 
comes slowly, and panic is always round the corner. 
Some of these fears are rational, some morbid, others 


instinctive—for instance, the fear that comes with 
darkness. 


I have seen this fear come to a child for the 
first time at the age of two-and-a-half. He had often 
seen the fall of evening from the windows of the house. 
This time he was out of doors; the garden and the 
view of woods and fields were all familiar. The sun 
had set, the dusk was serene and beautiful, everything 
was still visible but fading. Suddenly there was panic, 
clinging and crying to be taken indoors. 


So-called night terrors should be classed as pathological. 
They are of the category of dreams and the child is only 
half-conscious. I had them and remember nothing of 
their substance. Night fears on the other hand are a 
normal feature of childhood and most children have them. 
I remember them vividly. Children who live in large 


or tall or rambling houses seem to get an unfair share 
of these ordeals. 


It would be interesting to know how many of us 
looking back on childhood could say that they had 
overcome these fears by their own efforts. I know mine 
simply belonged to a period of development and that 
in due course they left me. There was only one thing 
that brought a little courage to my aid and that was 
being with another child who was rather more frightened 
than me. But such children were few. Children are 
often ashamed to admit to these fears, for when daylight 
comes even the memory of them vanishes like smoke. 
I lived in the perpetual hope that they were gone for 
ever. Not a bit of it. My mother who had suffered 
herself as a child often asked us if we were frightened. 
We each of us assured her we were not, and suffered 
in silence. 
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In England Now 


A Running Commentary by Peripatetic Correspondents 


‘“PHILosopHy, indeed, when all my right side is numb and 
I am moaning and groaning. I’ve tried all the medical 
faculty ; they can diagnose beautifully, they have the whole 
of your disease at their finger-tips, but they’ve no idea how 
to cure you. There was an enthusiastic little student here, 
‘ You may die,’ said he, ‘ but you’ll know perfectly well what 
disease you are dying of.’ And then what a way they have 
of sending people to specialists! ‘We only diagnose,’ they 
say, ‘but go to such-and-such a specialist, he'll cure you.’ 
The old doctor who used to cure all sorts of diseases has 
completely disappeared. I assure you, now there are only 
specialists, and they all advertise in the newspapers. If 
anything is wrong with your nose, they send you to Paris ; 
there, they say, is a European specialist who cures noses. 
If you go to Paris, he'll look at your nose ; ‘I can only cure 
your right nostril,’ he'll tell you, ‘ but I don’t cure the left 
nostril, that’s not my specialty, but go to Vienna, there 
there’s a specialist who will cure your left nostril... What are 
you to do?” 

Another grumble about scientific medicine, specialisa- 
tion, the health service, and all that? Not quite, for 
the author is Dostoievsky, the publication-date 1880, and 
the reputed speaker no other than his Satanic majesty, 
chatting to Ivan Karamazov. However much he may 
be a gentleman and a man of the world, the Devil gives 
our profession a pretty low rating. Listen to him again 
in Faust, advising a rather stupid student that Medicine 
is really his best line : 

** Ah, Medicine !—I see no hardship there : 
You learn the world of men, Sir, at your ease, 
Then, in the end, let small and great ones fare, 
As God may please.” 


* - * 


Glancing through the list of phobias in our medical 
dictionary the other evening we were struck by the 
absence of any mention of getting stuck on transporter 
bridges. We have never actually stuck on one ourselves, 
but we have always had an uneasy feeling that some day 
we might, and every time we drive on to the little 
platform high above the water we glance up at the 
fragile cables suspending us from the trolley rails and 
experience a dilution of our well-being. We are thinking, 
you see, that if the winding mechanism were to jam, 
the platform would stick half-way across. Our trips on 
transporters are invariably undertaken in a high wind, 
and we have no doubt that the stationary platform would 
soon begin to sway alarmingly above the chilly grey 
water. We have spent enough time in aircraft and 
landing-barges to realise that swaying platforms are no 
place for us, and besides we reflect that the van behind 
us might have defective brakes and suddenly precipitate 
us through the guard-rail. Or the cables might snap 
with a melodious twang. And so on: we are thoroughly 
cowardly .about the whole thing. But it was only 
yesterday that we discovered a new and unsuspected 
risk attached to the journey. <A biochemical friend of 
ours informed us with pride that he had actually stuck 
recently on a transporter, and we eagerly pressed him 
for details. (In addition to our phobia, we have a 
masochistic streak.) Yes, he said, the wind was high, 
the water perhaps rather colder than usual for the time 
of year. But it was not these considerations which moved 
him. As he drove on he observed that close alongside 
his port bow was an enormous lorry labelled at all 
points with the slogans: DANGER; CORROSIVE; SUL- 
PHURIC ACID. It was after the second stoppage, when the 
platform had started to swing a bit—just as we thought— 
that our friend began to speculate idly as to the likely 
outcome if his car and the lorry should hit the water 
simultaneously. After the fourth or fifth halt he dragged 
his eyes away with an effort, only to notice for the first 
time another gigantic vehicle on his starboard beam, this 
time labelled DANGER; CORROSIVE; CAUSTIC SODA. 
Though a biochemist, our friend has not wholly lost 
touch with his inorganic training, and it did not take 
him long to work out that the contents of the two lorries 
would cause quite a reaction if mixed. By the seventh 
or eighth stop he had the equation straight in his mind, 


and got out of his car, determined to sell his life dearly. 
However, after the tally of stoppages had mounted to 
nineteen—it is a tribute to our friend’s scientific spirit 
that he kept count—the transporter eventually berthed 
at the other side, and our friend drove off, disrupting the 
guard-rail and scattering foot-passengers right and left. 

As far as we are concerned, this clinches the matter : 
we are not transporter-minded. When we looked in the 


mirror after our friend had gone we found two new 
white hairs. 


* * * 

During a lull between patients I glanced out of the 
window at the anemic shafts of sunlight trying to pierce 
the gloom before the next inevitable bout of rain. 
Absently I scratched my peeling nose and thought of the 
glorious days I had just spent in a small Italian village. 

Nostalgically I recalled the long hours lying on the beach 
sun-bathing—sun-soaking is perhaps the better word—with 
the leisurely Mediterranean waves splashing softly over my 
legs. A scheme, we had discovered, which kept you cool 
and let you tan at the same time. Again I thought of the 
dips in the tepid sea and the minutes spent afterwards drying 
in the sun. I could almost feel that delicious glow. 

And in the evenings, what better way to round off a blissful 
day than a stroll to the village for a glass of chianti and a 
friendly gossip in pidgin Anglo-Italian. Next morning, 
deserting the sea we might haggle in the market over assorted 
merchandise laid out in*calculated disarray. Ten minutes of 
hard bargaining would save sixpence and we carried off our 
purchases at only double the local price. Then back to the 


peegh with the sea always beckoning, so off with the shirt 
and... 


A voice broke into my thoughts. “ It’s me back, 
doctor. I musta racked it pushin’ me blinkin’ barrer.”’ 
I looked up into the honest Etruscan face of Toni, our 
local ice-cream vendor, for whom Italy is merely a back- 
ground to his grandfather’s rambling tales. The spell 
was broken—lI was back at work. 

* * 


_The arthritis in my lower limbs reminds me of a case- 
history I once read, written in Guy’s sometime last 
century. It was that of a professional athlete who had 
developed spme form of paralysis. The clinical clerk 
described his symptoms thus: ‘ His legs especially are 
an opprobrium to him whereas'they had been his pride.” 


That’s my case; but I wish clinical clerks wrote like 
that nowadays. 


* * 


STATUTORY INSTRUMENTS 1954, No. 669 
The National Health Servicé (General Medical and Pharma- 
ceutical Services) Regulations, 1954 
In Statutory Instruments are rules 
Best Aisculapius should forswear his pact 
To heal the sick or wield his tools 
In manner not prescribed within the Act 
Of Forty-Six. He’s asking to be sacked 
Unless he learns three dozen Regs by line 
And Schedule One upon his heart is hacked. 
It’s all decreed in S.I. Six-Six-Nine. 
Macleod, not Price, is taught in modern schools 
Of medicine. Students now must grasp the fact 
That record-keeping wins the cash from pools 
At better odds than exercising tact 
And bedside charm on private patients cracked 
Enough to seek the healing hand and pine 
For something more than paper chits attract. 
It’s all decreed in 8.1. Six-Six-Nine. 
Produce your card before I send your stools 
= Away. But let me check you were not knacked 
By tratfic on the road, because the ghouls 
Demand a form of claim to prove you’ve blacked 
Your eye. Emergencies and visitors I’ve tracked, 
And trainee anesthetics, penal fine. 
Elastic stockings, nipple shields unbacked. 
It’s all decreed in 8.I. Six-Six-Nine. 
ENVOI 
Prince, clear my desk! I have not slacked 
From putting pen to card, It’s time to dine, 


Though all your Regulations have me whacked. 
It’s all decreed in S.I. Six-Six-Nine. 
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TOTAL ADRENALECTOMY IN RHEUMATOID 
ARTHRITIS 


Srr,—The important réle of the adrenal cortex in the 
pathological physiology of rheumatoid arthritis was 
firmly established when it was shown that adminis- 
tration of cortisone results in prompt and definite 
improvement in the symptoms of the active rheumatoid 
state.! Selye had previously observed that ‘‘ rheumatic ”’ 
disease may represent a disease of adaptation due to 
endogenous corticoid intoxication, the rheumatic attack 
resulting from an excessive amount of mineralocorticoid 
hormone.? In experiments on rats in which arthritis 
was produced by local injection of formaldehyde, Selye 
studied the diametrically opposed effects of mineralo- 
corticoids (such as deoxycortone) and glucocorticoids 
(such as cortisone).? On this basis, he suggested that the 
imbalance in the production of mineralocorticoids and 
glucocorticoids might be the mechanism of the abnormal 
response to stress-causing agents in the individual with 
rheumatic disease. 

Caughey and McCoy ‘ reported a case of Addison’s 
disease associated with recurrent polyarthritis, in which 
treatment with deoxycortone and salt repeatedly resulted 
in aggravation of joint symptoms, while remissions were 
consistently obtained when cortisone was administered 
and deoxycortone reduced. They subscribed in part to 
the contention of Selye that, in subjects with a pre- 
existing tendency toward arthritic lesions, an imbalance 
between the mineralocorticoids and the glucocorticoids 
may precipitate an attack of rheumatic joint disease. 

The derangement of the normal relationship between 
corticosteroids and joint tissue may conceivably be due 
to other factors. It is possible, for instance, that an 
abnormal adrenal corticosteroid might be produced in a 
diseased state and result in rheumatoid joint disturbances; 
but such a hormone has not yet been identified. And 
again, the fault may lie somewhere along the metabolic 
pathway of the normal corticosteroid in its progression to 
the end-organ. No doubt, still other variations can be 
advanced on this hypothetical basis. 

Such theoretical assumptions might be clarified by 
observations in a rheumatoid patient subjected to total 
extirpation of the adrenals. It is also conceivable that 
total adrenalectomy followed by replacement therapy 
may result in remission of the active rheumatoid state, 
or even in termination of the disease process. Since it 
has been amply demonstrated that totally adrenalecto- 
mised patients can be maintained in a state of good 
health through proper replacement therapy, it is felt that 
this procedure is justified in carefully selected patients 
with severe rheumatoid arthritis. 


A 38-year-old Caucasian woman with rheumatoid arthritis 
of 14 years’ duration (stage 11, class 11, according to the 
classification of the American Rheumatism Association) was 
selected for total adrenalectomy because of her rapidly 
deteriorating condition, in spite of all standard therapeutic 
measures. Rheumatoid arthritis had been only partially 
controlled by cortisone in doses of 50-100 mg. daily for a 
period of nine months. The patient presented a ‘* Cushingoid”’ 
appearance, 

After careful clinical appraisal and complete laboratory 
investigation, the patient was subjeeted to total adrenalectomry 
on July 28, 1954. Pathological specimens have been sent 
for study to the Worcester Foundation for Experimental 
Biology. The clinical aspects of this patient’s disease were 
profoundly altered immediately after the operation and have 
remained so up to the time of writing—42 days after the 
operation. 


1. Hench, P. S., Kendall, E. C., Slocumb, C. H., Polley, H. P. 
Proc. Mayo Clin. 1949, 24, 181. he 

. Selye, H. Textbook of Endocrinology. Montreal, 1947; p. 863. 

. Selye, H. Brit. med. J. 1949, ii, 1129. 

. Caughey, J. E., McCoy, J. E. Jbid, 1951, ii, 1189. 


LETTERS TO THE EDITOR 


18, 1954 
Objective evidence so far indicates a favourable 
response. The classical signs of the active rheumatoid 
state, such as joint inflammation and effusions and signs 
of extra-articular activity, were abruptly terminated 
after surgery. The erythrocyte-sedimentation rate, which 
was 43 mm, in | hour (Westergren) just before the 
operation returned to 16 mm. in 1 hour by the 35th post- 
operative day. It is, however, premature to make a 
final evaluation of the response, and we want to make 
it particularly clear that these comments are not to be 
construed as a claim for permanent and complete 
remission of the rheumatoid state. The possibility of 
the presence and hypertrophy of aberrant adrenocortical 
tissue must be considered. Such tissue may have the 
capability of either normal or abnormal endocrine func- 
tion. Appropriate studies of the clinical course of this 
patient are in progress and will be published later. 


RicHarD D. MILLER 
RosBertT W. GENTRY 
Hans H. ZINsser 


Pasadena, California. Francis E. SCHLUETER. 


LONDON’S PLANE TREES 


Srr,—The professional careers of many of us are linked 
with a number of London squares. Graduating at 
Queen Square, we travel on through Lincoln’s Inn 
Fields or Trafalgar Square to reach a haven in the 
vicinity of Cavendish Square. The tall and gracious 
plane trees of the last of these constitute a precious 
amenity of London life which is now threatened by the 
Government’s consideration of a plan to construct an 
underground car-park. The planners still hesitate to 
affirm that removal of the trees is essential ; but trial 
borings have been completed, and recent experience of 
the cost to private sentiment of bureaucratic tidy- 
mindedness suggests that, unless we protest befove they 
can say they have gone too far to draw back, all will 
be lost. 

The destruction of irreplaceable beauty for short-term 
advantage is the bane of existence in this country today. 
Any temporary improvement in parking facilities— 
whether for doctors or others—would be far outweighed 
by the permanent loss to the spirit. I would far rather 
continue to abandon my car half a mile away than have 
it tidily at hand beneath a concrete desert garnished 
with a few consolatory flower-beds. All who share these 
feelings should take every opportunity, both as indivi- 
duals and as members of the influential medical societies 
in the vicinity, to make the most forceful protests to the 
Minister of Transport and members of parliament before 
the demolition squads arrive. 

London, W.1. 


MEPHENESIN CARBAMATE IN SPASTIC 
DISORDERS 


Srr,—The treatment of long-standing muscle spasm 
presents major difficulties and I think that there may be 
interest in this preliminary note on the effects of mephe- 
nesin carbamate. Twenty mental defectives suffering from 
severe spastic disorders from birth were selected for the 
study ; ten were treated with standard mephenesin 
tablets (0-5 g.) and the other ten with mephenesin 
carbamate (‘ Tolseram ’) tablets (0-5 g.) 


All the patients had previously been treated with physio- 
therapy for long periods without any appreciable benefit. 
Following the start of drug therapy in September, 1953, they 
all continued to receive physiotherapy in the standard hospital 
class, the extent of their limb movement being accurately 
measured by the remedial gymnast, who was not informed 
of the particular drug being administered to individual 
patients. The investigation continued until last June, but 
both drugs were discontinued for several months at the middle 
of the trial because supplies of mephenesin carbamate could 
not be maintained. This interval was used to observe any 
relapse under the influence of physiotherapy alone. 


Davip LE Vay. 


pasm 
ay be 
ephe- 
‘from 
yr the 
snesin 
snesin 


hysio- 
enefit. 
}, they 
ospital 
irately 
formed 
vidual 
e, but 
middle 
could 
ve any 


THE LANCET] 


LETTERS TO THE EDITOR 


The results have been very gratifying. Both limb 
movement and speech were much improved during the 
first weeks of therapy, and this improvement was at 
least maintained during the period when the drug was not 
available. Further definite improvement resulted when 
treatment with mephenesin carbamate was resumed, and 
by June a number of the patients were able to walk and 
to move relatively freely for the first time in their lives. 

Some improvement was also observed in the ten patients 
treated with similar doses of mephenesin, but the degree 
of benefit was significantly less. The ‘ cross-over ”’ 
method was employed in the later phases of the study, 
and mephenesin was discontinued in this group and 
replaced by mephenesin carbamate. This substitution 
resulted in considerable improvement, indicating clearly 
the greater efficacy of mephenesin carbamate. 

Both drugs were supplied by Messrs. E. R. Squibb & Sons. 

St. Lawrence’s Hospital, M. ENGLER. 

Caterham, Surrey. 


PHZOCHROMOCYTOMA 


Srr,—It was of great interest to read Dr. Burn’s letter 
(Aug. 14) and his figures showing the reliability of raised 
urinary catecholamines in the diagnosis of pheochromo- 
cytoma. We failed to find a significantly large published 
series on our perusal of the literature. 

A previous communication! has shown that 150 pg. 
of total noradrenaline can be found in normal urine 
(a figure approaching that found in patients with 
pheochromocytoma) but catecholamine estimations may 
well supplant the other more fallible tests for this 
condition, particularly if done on the day of a hyper- 
tensive attack. The actual estimations are difficult to 
carry out in routine clinical work because of the biological 
method involved. A biochemical test for blood or urinary 
noradrenaline would prove a useful advance. 


I. McL. Batrp 


Royal Infirmary, H. CoHEN 


heftield, 6. 


THE GERMAN SYSTEM OF MEDICAL EDUCATION 


Srr,—I should be very interested to know how “‘ Sir 
Daniel Whiddon,”’ in his Widdicombe letter of Aug. 28, 
concludes that the German system of medical education 
has produced great professors, new drugs, detailed 
advances in operative technique, discoveries in pathology, 
but no clinical advances and astonishingly few great 
physicians or surgeons or good general practitioners. 
These conclusions are evidently untrue objectively and 
inconsistent internally. The rest of this paragraph in 
his letter is completely contrary to my own experiences 
as a medical student in two great German medical schools. 
After reading Sir Daniel’s letter, I looked at Major’s Classic 
Descriptions—and I advise Sir Daniel to do the same. 
I need hardly enumerate what German names I found 
there. I also took out my old student’s carnets and 
within the scope of the lectures, demonstrations, clinics, 
&c., attended by one student in three years, I found, 
among others, Roessle, von Eicken, Unverricht, Bon- 
hoeffer, Sauerbruch, von Bergmann, and Doederlein, not 
to mention names like Payr, Bier, and many others who 
also taught and inspired in the same schools. 

As to their standing as ‘* physicians ’’ (arzt) versus the 
“technician ’’ (mediziner), none were more alert in 
securing a just claim to be a true “ archiatros”’ (con- 
tracted to arzt). 

DR. MED. 


Srr,— Your Widdicombe correspondent states that the 
German system has produced neither great clinicians nor 
great general practitioners. 

I wonder whether your correspondent has got any 
close knowledge of the work and teaching ef such people 
as Billroth, Bergmann, Esmarch, Thiersch, Trendelen- 


1. Burn, G. P. Brit. med. J. 1953, i, 697. 
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burg, Czerny, Langenbeck, Kocher, Traube, Leyden, 
von Gerhart, Krehl, and Mueller Muenchen ¢% 
London, W.1. 


NURSING BY THE MOTHER AND 
CROSS-INFECTION 

Sir,—We have read with much interest the paper by 
Dr. Gillespie and his colleagues in your issue of July 31. 
It is one of those painstaking investigations which result 
in a very valuable negative report. Their bacteriological 
findings fully support our clinical ones. They note ‘‘ the 
ease with which the organism could be isolated from 
ward floors and window ledges’’; that wards were 
rarely empty ; that spread by contact may be the most 
important mode of dissemination. These things support 
the practice we follow in this hospital: each room 
occupied by a mother and infant, on being vacated, is 
very thoroughly scrubbed, and washed with ‘ Dettol’ 
solution and well ventilated (this means at least 30 
times a year); and no contact is permitted with the 
patient except by the mother to whose organisms the 
child is congenitally immune. 

The Bristol investigators isolated a penicillin-resistant 
Staphylococcus aureus on 329 occasions from patients in 
2 surgical wards ; and that these were all fresh infections 
was proved by the patient not being a carrier on admis- 
sion. They think that, since oiling the floors and blankets 
proved to be no deterrent to the spread of the staphylo- 
coceus, transmission must have been via hands (patients’ 
or nurses’), and that had plastic or thoracic surgeons 
treated their patients in the wards the results of wound 
infections would have been more serious. 

We note with a little surprise that although the 2 
wards had a high content of this penicillin-resistant 
organism, penicillin continued to be given to 12-5% of 
the patients daily. 

In every hospital in which one of us has worked, 
cross-infection has been for many years a great despoiler 
in adults, but in little children its results were more 
serious anf it became intolerable to see their lives ruined 
or even lost at the very outset. Hence the establishment 
of this hospital 12 years ago (with the very sympathetic 
aid of the health department and the blessing of the 
minister of health) to see if the scourge could not be 
abolished. How this has been done has been related 
previously.! Having got-rid of cross-infection, fresh vistas 
are being opened up. For instance, it has been found 
possible for several years past to discard the use of 
surgical gloves, even for tubed pedicle grafts and fascia- 
lata grafts which we have always regarded as being most 
susceptible to infection. The results are (incredibly) 
much improved. This is ascribed to a greater delicacy of 
touch, especially necessary in infant surgery, and therefore 
more accurate adaptation of operation wounds of muscle, 
skin, and mucous membranes, thus eliminating even 
minute dead spaces, the happy hunting grounds of all 
pathogens. Hexachlorophene (‘Gamophen’) soap is 
used for scrubbing up and hands are rinsed in weak 
dettol. Postoperative gauze dressings and strapping have 
also been abandoned wherever possible, especially on the 
face. It looks very wrong to see a mother nursing and 
feeding her child with the sutures visible ; but it cannot 
be wrong, because the results are better. Gauze dressings 
tend to promote moisture of the skin, keep the area dark, 
and encourage the lateral travel of organisms to the 
wound from the adjoining skin ; air, light, and sunshine 
seem to prevent this, Also abandoned are all antiseptic 
nasal-drops and mouth-sprays after cleft-palate opera- 
tions, yet the raw upper nasal surfaces remain—formerly 
the site of such tragic sloughs, now never seen. No 
medicaments or antiseptics are ever applied to buttocks 
because the skin is kept quite free from infection by the 
simple expedient of napkins being changed immediately 


1. Lancet, 1954, i, 425, 


E. F. BLUMBERG. 
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they are » asiled. We feel that time, not virulence, is the 
essential factor here. 

The mother-nurse wears neither mask nor gown (though 
sisters and nurses do) yet there is no infection, local or 
general, of the patient. These simplifications have only 
been arrived at after much thought and experiment, and 
none of them could have been adopted unless cross- 
infection had been abolished first. 

There is no question at all but that the infant patients 
have benefited. Again it would seem that ‘‘ the simpler 
it is, the better it is.’’ 

But what is the meaning of these things and what may 
we infer or learn from them? Is it not that residual 
organisms in the ward are the pool from which most, if 
not all, hospital infections are transmitted by contact, 
and that if cross-infection were abolished from wards 
surgical techniques might be much simplified, with even 
better results ? 


The Bassam Hospital, 
near Wellington, 
New Zealand. 


Crectty M. PICKERILL 
H. P. PIcKeERILL. 


THE AFRICAN MIND 


Srr,—I am grateful to Dr. McFie and to Dr. Dick Read 
for their appreciation of certain aspects of my mono- 
graph and for their criticism of certain others. Four 
points seem to call for comment. 

Firstly, in regard to the two quotations from the mono- 
etaph which occur in the fourth paragraph of Dr. McFie’s 
letter of Aug. 21, it might fairly have been mentioned 
that these were excerpts from a previous article of mine, 
quoted in the monograph for what they were worth. It 
might also have been mentioned that the second excerpt, 
referring to the resemblance of primitive African mental- 
ity to European psychopathic mentality, was immediately 
followed in the monograph by the words: ‘‘ There is no 
need to discuss Carothers’s argument at any length. The 
reader who has read this monograph as far as this will 
know the present writer’s views on African psychology. 
The title ‘ psychopath,’ in its only valuable usage, has 
social connotations ; and the application of this term to 
folk who do in general conform to their social milieu, 
when within that milieu, is clearly a misusage.”’ 

Secondly, Dr. McFie refers to my use of inverted 
commas around the word “ educated ’’ with reference to 
Africans on p. 8 of the monograph, and suggests that my 
intention was pejorative. I find it very hard to under- 
stand this misinterpretation of intention. All Africans, 
in common I believe with all other existing preliterate 
peoples, are highly educated on their own cultural lines, 
as is made abundantly clear in the monograph. The 
inverted commas are there to remind the reader that I 
am using the word in its special sense of formal education 
upon European lines. If any pejoration could be inferred, 
it would certainly not be to Africans. 

Thirdly, both Dr. McFie and Dr. Dick Read take 
exception to my broad generalisation ‘* the African mind,”’ 
and the latter emphasises, in his interesting letter of 
July 10, the diversity of patterns of life in various African 
groups. I am well aware of this diversity and have not 
failed to refer to it, as Dr. Dick Read recognises. Never- 
theless there are, and must be, uniformities too. The 
evidence, as I see it, strongly supports the contention 
that the minds of men, when studied comparatively as 
groups (assuming the groups are large enough) and 
whether the groups be Europeans, Africans, or others, 
are wholly products of their experience. It is surely also 
true that almost any human group that one can name, 
however large (say, Europeans, Mohammedans, women 
in general) or small (say, Yorkshiremen or crippled 
children) lives in an experiential world in some degree 
unique. If these remarks are true, it follows that each 
such group will develop mental attributes which are 
unique in that degree, and if it can be shown for any 
group that its environment, physical or mental, has some 


peculiar constancies, it is legitimate to attempt an 
explanation of its psychological peculiarities upon that 
basis. Indeed it would seem that few things in the world 
today require more emphatic recognition if human groups 
are ultimately to escape from mutual denigration. 
Africans, as sharply defined in the monograph, are no 
exception to the rule, and 36 pages of that monograph 
are devoted to a study of the African environment— 
geographical, climatic, infective, nutritional, and cultural 
—particularly in so far as that environment differs from 
the European. The differences, of course, are usually 
relative, but it is probable that they do serve fully to 
explain such psychological and psychiatric peculiarities 
as have been observed in Africans, as compared with 
Europeans. 

Finally, Dr. McFie says I affirm that ‘‘ African men- 
tality is, for certain reasons, more uniform than that of 
literate cultures, such as that of Europe,’’ and that I do 
not elaborate these reasons. The line he quotes occurs in 
the preface to the monograph and is preceded there by 
the words: ‘‘ It will be argued in the chapter on psycho- 
logy that’ ; and in fact that chapter is largely concerned 
with elaboration of that theme. In brief, it is argued 
that all indigenous African education (without inverted 
commas here), however much it varies in detail from area 
to area (as rightly emphasised by Dr. Dick Read), insists 
throughout life on a host of meticulous rules of behaviour 
in specific situations. It is essentially traditional, ritual- 
istic, and authoritative, and constantly frustrates the 
tendency to integrate experience meaningfully on 
personal lines. In these circumstances individualism, 
dependent on each man’s unique manipulation of his 
experience, cannot develop far and mental uniformity is 
greater than in Europe. Certainly, illiteracy plays an 
important réle in this for, as Fisher ! says of 16th-century 
Europe, “ the printed book acted as a powerful induce- 
ment to liberating and critical movements of thought ”’ ; 
and I am grateful to Dr. McFie for raising the point. 


St. James Hospital, J. C. CaROTHERS 


Portsmouth. 
PLIGHT OF SENIOR REGISTRARS 


Sir,—Dr. Raymond Greene, himself no longer a general 
practitioner, suggests that, in effect, general practice be 
used as a dump for senior registrars who fail to attain 
consultant rank. ‘‘ Competition,’’ he says in his letter 
last week, ‘is good for everyone.’ It is, but only up 
to a point. Most of the evils of general practice today 
arise from too much competition. This obliges general 
practitioners to pander to patients, hence the nation’s 
enormously inflated drug and sickness-benefit bills. It 
also produces great frustration among general practi- 
tioners since they are often unable to tell their patients 
plainly that, for example, they are not codperating, or 
that they are now fit for work, lest they lose them. 

The only satisfactory solution to these and to most 
of the problems associated with organising and integrating 
our health services, so fraught with grievous anomalies, 
would be a State salaried medical service. 


Wallasey, Cheshire. LENNOX JOHNSTON. 


RAUWOLFIA AND BRADYCARDIA 


Srr,—Preparations of Rauwolfia serpentina have come 
much to the fore lately as hypotensive drugs. Very little 
attention, however, has been given to the bradycardia 
which they produce and which I have found useful in the 
following circumstances: 


(1) For patients with chronic rheumatic mitral disease, with 
or without hypertension, whose heart-rate remains rapid 
despite digitalis. The combination of digitalis and 1-2 mg. of 
the total extract of rauwolfia daily slows the rate and improves 
cardiac performance by lengthening diastole. There is no 
significant change in the blood-pressure yen in hyper- 
tensives. The dose of digitalis can also be reduced. 


1. Fisher, H. A. L. A History of Europe. London, 1936. 
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(2) For patients with auricular fibrillation who do not 
respond to digitalis. The use of the total alkaloids of 
rauwolfia (1-2 mg. daily) usually slows the rate. Relatively 
small doses of digitalis are ultimately needed. 

(3) In hyperthyroidism, where the early use of rauwolfia 
eases the anxiety state, slows the pulse-rate, and reduces the 
pulse-pressure long before the anti-thyroid drugs produce clini- 
cal improvement. Experiments are in progress to find out 
whether anti-thyroid drugs are effective in reduced doses when 
combined with rauwolfia. 


Faculty of Medicine, 


University of Alexandria. 


PROLONGED APN@A AFTER SUXAMETHONIUM 


Sir,—We were interested to read the admirable letter 
by Dr. Bourne in your issue of Sept. 4, and coming from 
such an authority on suxamethonium it commands 
particular notice. We think that body-weight can only 
be taken as a rough guide to dosage, for obviously the 
amount of relaxant required by an obese woman 5 feet 
tall and weighing 170 lb. cannot compare with that 
required by a young athlete 6 feet tall and of the same 
weight. On the other hand, if the woman slims, her weight 
may diminish to 120 lb. but the number of her neuro- 
muscular end-plates will presumably be still the same. 

We note that Dr. Bourne uses for electroconvulsion 
therapy (£.c.T.) the range of dosage used by one of us 
(F.T.E.) and recommended by Dr. Calvert and his 
colleagues in your issue of Aug. 21, as well as by many 
others ; but he gives the impression that he may well go 
above this on other occasions. We ourselves do not 
recommend a dosage of more than 50 mg. of suxa- 
methonium chloride, when given for the first time at 
a single administration, either for E.c.r. or for any 
other purpose. This may explain why we have not seen 
so many cases of prolonged apnoea as has Dr. Bourne. 


FRANKIS T. EVANS 


St. Bartholomew’s Hospital, H. LEHMANN 


London, E.C.1. 


EVALUATION OF OCCULT-BLOOD TESTS 


Srr,—The paper by Dr. Forshaw and Dr. Mason in 
your issue of Sept. 4 is of great value. Everything that 
stimulates an increased interest in these procedures must 
be welcomed. It appears, however, that the authors 
have overlooked the pioneer paper of Ogilvie! who, 
almost thirty years ago, covered very similar ground. 
This was also the first paper in this country, as far as I 
can discover, to describe the Gregersen slide test. I was 
myself stimulated by Ogilvie’s paper to use the Gregersen 
test in general practice and I have never found cause to 
doubt its value. 


Edinburgh, 9. 


TREATMENT OF BARBITURATE POISONING 


Srr,—To the recent discussion in your columns about 
barbiturate poisoning, I would like to add a few words 
about a method we have used lately in this hospital. 

We described last year? the value of corticotrophin 
(A.C.7.H.) in barbiturate and other poisonings. We now 
treat such patients, even in deep coma, by giving them 
on admission an intravenous infusion of 20 mg. of 
corticotrophin and 1500 ug. of vitamin B,, in 1000 ml. 
of saline solution. The patient, even if in deep coma, is 
fully awake in a few hours, without any other treatment. 

The action of corticotrophin in suppressing pathological 
reactions is still largely unexplained, and we are certainly 
not in a position to offer any explanation of its réle in 
barbiturate poisoning. 

Vitamin B,,, in large doses, has been of value in 
various forms of neuritis, neuralgias, delirium tremens, 
and even the early stages of poliomyelitis. It seems 
probable that the story of this vitamin will eventually 
throw much light on enzyme activity, the relation between 


1. Ogilvie, A. G. Brit. med. J. 1927, i, 755. 
2. Acta med. or., Jerusalem, 1953, 12, 87. 
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enzymes, vitamins, and antibiotics, and the physiology 
of nucleoproteins. 

Our experience suggests that treatment with 
corticotrophin and vitamin B,, is well worth further 
investigation. 


Hadassah Municipal Hospital, 


Tel-Aviv, I. Lurig. 


TERMINOLOGY IN LACTATIONAL PHYSIOLOGY 


Sm,—In asking you to publish this reply to Dr. 
Gunther and her colleagues (Sept. 4), we would point 
out that we have not yet been able to consult fully all 
the co-signatories to our original proposals on termino- 
logy. 

We fully support Dr. Gunther and her associates in 
deploring the introduction of the term “ liberation ’’ as 
applied to the process whereby the milk in the mammary 
alveoli is made available to the sucklings. It would appear 
to be a genteel substitute for the incorrect colloquialism 
‘* let-down,’’ ! and we are surprised that the physiology 
section of the British Association allowed it to be put 
forward under their auspices and so make for confusion. 
It is so patently inept that no serious worker in the field 
of lactational physiology is ever likely to use it. 

Dr. Gunther and her colleagues then proceed to com- 
ment on certain proposals which we and others actively 
working in the same field published three years ago ? ; 
with most of these comments we find ourselves in com- 
plete disagreement. We should explain that our proposals 
were only arrived at after lengthy and detailed discussions 
as to how the inadequacies and ambiguities of terminology 
then existing could best be resolved. Most, if not all, of 
the points raised were considered, and perhaps we may 
now give some explanation of why we reject them. 

Milk Ejection 

This term suggested by us is criticised because ‘“ milk is 
but rarely ejected.’’ The logic behind this censure is hard to 
follow. ‘‘ Ejection’ (according to the Oxford English Dic- 
tionary) is ‘‘ a casting out ” or “* an expulsion from a particular 
place.”” Thus, when a person is forcibly ejected from a room 
in a building, shall we say, at a political meeting, it does not 
necessarily follow that he finds himself outside the entire 
building. If alveolar contraction does not result in a casting 
out or expulsion of milk from the alveolar lumen we should 
be glad of further enlightenment on the physiological mecha- 
nism. That milk rarely streams through the teat or nipple is 
entirely irrelevant ; the term, as used in the special sense 
suggested by us, in no way implies that such a streaming 
should occur, 

Incidentally, the spurting of milk from the nipple can be 
described most accurately by the term “ ejaculation ” which 
(according to the Concise Oxford Dictionary) is an ejection of 
fluids, &c., from the body. In our opinion the term “ milk 
ejection’ very adequately describes the sudden expulsion 
of milk from the alveoli into the cistern or sinus where it is 
immediately available to the sucklings. It is also worth 
pointing out that it has priority over other terms suggested 
more recently, for it was first used by Gaines in 1915 in his 
pioneer study on milking physiology. The new term “ milk 
propulsion,”’ suggested by Gunther et al., in our opinion fails 
to convey the forcible nature of the transfer of milk in response 
to the contraction of myoepithelium. 

To Suckle 

In our proposed terminology we pointed out that the verb 
“to suckle ” was “‘ at present being used to denote the activity 
of the lactating mammal or the young or both.” Statements 
in papers were therefore frequently quite ambiguous—e.g., 
“the suckling animals were injected’ (does this mean 
mothers or young ?). : 

We suggested that “to suckle should, in scientific litera- 
ture, be confined to the activity of the young; in short, only 
sucklings should “ suckle ; mothers should nurse.”” These 
suggested restrictions have called forth a strong protest from 
Gunther et al. to the effect that we have made confusion where 
practically none existed and that according to the O.E.D. 


1. Cowie, A. T., Folley, S. J., Cross, B. A., Harris, G. W., Jacobsohn, 
D., Richardson, K. C. Nature, Lond. 1951, 168, 421. 

2. Folley, 8S. J. Brit. med. Bull. 1947, 5, . 

3. Gaines, W. L. Amer. J. Physiol. 1915, 38, 285. 
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Examination of their 
throws not a little doubt on their 


we were using words incorrectly. 
evidence, however, 
conclusions. 

The O.E.D. gives the following definitions of ‘‘ to suckle ”’ : 
(a) to give suck to (1408); (b) to put to suck (1523); (c) to 
suck at the breast (1688). The term has therefore been applied 
to the activity of the mother and of the young for some 
considerable time and this protest is therefore some two and 
a half centuries late. It is true that the O.E.D. indicates that 
the usage (c) was least common (i.e., in 1919), but it was much 
less rare in scientific literature when we commented on it in 
1951. Moreover, the O.E.D. gives no judgment as to which 
usage is correct and which incorrect. 


In our attempt at defining our terminology for scientific 
use every effort was made by us to avoid further sources 
of confusion. Had we decided to restrict ‘‘ to suckle ”’ 
to the activity of the mother, one would then be faced 
with the incongruity of the terms ‘‘a suckling’’ (the 
young animal) and “‘ a suckling animal’’ (the mother). 
The assertion that such confusion is avoided by recalling 
that ‘‘a suckling” is a diminutive form ending in 
ling” from the verb ‘‘ to suck’ need scarcely be 
taken seriously. If readers of scientific papers on lactation 
were, however, to take etymological considerations fully 
into account, we could expect them also to consider the 
view put forward by Skeat, in his Etymological Dictionary 
of the English Language, that the diminutive ending in 
suckling is —ing’’ (not **—ling’’) added to the 
old form ‘‘ sokel’’ and that duckling is therefore hardly 
a parallel to ‘* suckling.” 

Dr. Gunther and her colleagues suggest that for what 
the baby animal does to get milk the terms “‘ sucking ”’ 
or ‘‘ feeding ’’ are suitable. Baby animals, however, may 
carry out such activities when separated from the 
mammary gland and one is forced to expand this term 
into some such cumbersome phrase as “ feeding at the 
breast.’’ The term ‘“‘ sucker’’ might, however, be applied 
to the unfortunate suckling of a hypogalactic mother ! 

We are far from dismayed by this attack on our 
suggested terminology. After having had three years in 
which to take careful aim, the shot, so far as we are 
concerned, falls short of the target. 


National Research A. T. CowlE 
n Da 
University of Reading. S. J. Foiiey. 


Department of Anatomy, 
University College, 


London, W.C.1. K. C. RiIcHAaRDSON. 


EVENING COLIC 

Srr,—I was much interested in the annotation in your 
issue of Sept. 4. The similarity of the symptems of 
evening colic to intussusception point to a common 
cause, and suggests that a certain proportion of these 
attacks are in fact caused by intussusceptions that 
reduce themselves spontaneously. 

It would be very interesting to know if the liability 
to evening colic was greater in the male and if it corre- 
sponded to the male/female ratio in intussusception. 


Great Yarmouth. LEONARD LEY. 


A PERSISTENT APPENDIX 

Str,—Most patients with acute appendicitis give a 
history of one or more attacks of pain before the one 
that finally brings them to operation. These attacks 
frequently go back for a period of a few years, but it is 
exceptional for the history to extend over the greater 
part of a lifetime, as happened recently with a patient 
under my care. 


A woman of 60 gave a typical twenty-four hours’ history 
of acute appendicitis, and at operation a gangrenous perforated 
appendix was removed, with subsequent uneventful recovery. 
No less than 40 years previously she had been diagnosed as 
suffering from an appendix abscess, and after an initial period 
of conservative treatment the abscess was drained through a 
McBurney incision, During intervening years she experienced 


a few twinges of abdominal pain, and one quite definite 
attack of appendicitis 10 years ago. At the age of 49 she 
underwent a gynzcological operation, but the surgeon did 
not see fit to remove the appendix, doubtless taking the 
scar of the McBurney incision as evidence that the organ 
had been removed. The patient herself was under the 
impression that an appendicectomy had been carried out 
when the abscess was drained. 

Coventry. RicHarp E. SHaw. 


HYPERSENSITIVITY TO PENICILLIN 


Srr,—As you remarked in a leading article! earlier 
this year, there is increasing concern about hypersensi- 
tivity reactions to penicillin. This has been an urgent 
topic in the United States for some time, but the British 
literature has been relatively scanty. Several factors 
have made hypersensitivity commoner here than else- 
where: penicillin was readily available in this country 
years before it was plentiful overseas; Americans are 
extremely drug conscious, and for years many patients 
have been demanding a “shot of penicillin”? at the 
slightest sign of malaise, and, to avoid losing a patient 
or to ensure himself a worry-free night, the doctor has 
often agreed. It is certain, however, that, as more 
patients are exposed to the drug, hypersensitivity will 
become equally common in other countries. Experiences 
in this country show that there is good cause for concern 
and emphasise the dangers of abusing penicillin in cases 
where older and more conservative remedies might be 
equally effective. As a result, since early 1953, manufac- 
turers have been compelled to include in each package of 
penicillin a slip stating the possible risks inherent in its 
use 


As you observe, mild hypersensitivity to penicillin 
may present in many forms, including every known symp- 
tom of the so-called serum-sickness reaction. These 
reactions are of the delayed-tuberculin type and oceur 
24 hours or more after contact with the drug. The 
literature on this type of reaction has been well reviewed 
by Brown,? and we are more immediately concerned with 
the dramatic, immediate, and violent reactions which 
may result in death and which we are now seeing in this 
country more frequently. 


The first death directly attributed to penicillin was reported 
by Waldbott* in 1949, This patient collapsed and died within 
a few minutes of her fourth injection of crystalline penicillin. 
The death of a 57-year-old male was reported in 1952,* and, 
in the same year, a man of 67, who had been receiving monthly 
injections of penicillin and had already experienced one 
collapse (attributed to the procaine in the preparation), was 
given crystalline penicillin G and died within 10 minutes.’ 
Early in 1953, Mayer et al.,* reporting on several cases of 
severe anaphylaxis, described 1 death, and more recently 
Feinberg et al.? described 5 deaths. From England, Pick and 
Patterson * reported a fatal case of penicillin anaphylaxis and, 
at the same time, Masters ® wrote of his own severe reaction. 
There have been several other recorded examples in this 
country and other unreported cases have occurred. 


Although the number is few considering the enormous 
amounts of penicillin being used daily, it is certain that 
many more patients have been sensitised to the anaphy|- 
actic level ; but doctors who would formerly have given 
those people more penicillin are now using other anti- 
biotics or reverting to older treatment in routine cases. 

In a clinic in the Harlem district of New York, large 
amounts of penicillin were used until recently, and many 
severe serum reactions and several examples of anaphy!- 


1. Lancet, 1954, i, 31. 

2. Brown, E. A. Ann. Allergy, 1948, 6, 723. 

3. Waldbott, G. K. J. Amer. med. Ass. 1949, 139, 526. 

4. ry ar ee A., Rothchild, T. P. E. New Engl. J. Med. 1952, 

5. Thompson, W. O. Brit. med. J. 1952, ii, 70. 

6. Mayer, P. S., Mosko, M. M., Schutz, P. J., Osterman, F. A.. 
Steen, I. H., Baker, L. A., J. Amer. med, Ass. 1953, 151, 351. 

7. Feinberg, S. M., Feinberg, A., R., Moran, C. F., Ibid, 1953, 152, 
1 


8. Pick, ¥. Patterson. J. Brit. med. J. 1953, ii, 605. 
9. Masters, E. J. Jbid, p. 629. 
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axis were seen during the winter of 1952-53. To avoid 
further risk to susceptible patients, the words “ allergic 
to penicillin’’ were marked in large letters across the 
chart cover of every patient who showed any sensitivity. 
In the autumn of 1953, the number of charts marked in 
this way was counted in a series of patients who attended 
the clinic in one week. Out of 778 patients, 82 (or 
approximately 10%) had marked charts, Statistically 
these figures are not significant since patients currently 
attending form a selected group, but they indicate how 
quickly this has become a therapeutic problem. We do 
not know how many of the 82 allergic patients would have 
had reactions if further penicillin had been given, but 
on the basis of other reports and our own experience it 
seems certain that several of them would have been 
alarmingly affected. 

In this clinic, 10 cases of violent anaphylactic reaction have 
been seen with 1 death; and 2 others from other parts of 
New York City have been investigated. The outstanding 
feature of the reactions has been immediate epigastric dis- 
comfort, usually with vomiting and diarrhea, followed by 
collapse with cold, clammy skin and poor pulse. We have been 
more concerned with treating the reactions than with studying 
their finer points so that in none of these cases was the blood- 
pressure recorded before giving adrenaline. In several cases, 
the blood-pressure was low even after large amounts of 
adrenaline. Asthmatic breathing, pulmonary cedema, massive 
angioneurotic cadema, and giant urticaria have also been seen 
after the immediate vomiting and collapse have subsided ; 
and cerebral cedema developed in a young man of 28, 

As a rule, we have found that once the reaction has 
been controlled recovery is fairly rapid and most patients 
are fit to go home after resting for one hour. These 
observations agree with those described in similar 
episodes. All our patients had previously received intra- 
muscular penicillin several times, but there have been 
reports of severe reactions and even deaths following the 
instillation of penicillin drops in the nose,!® the topical 
application of penicillin, and the inhalation of penicillin 
powder as an aerosol. It is apparent that contact in any 
form is dangerous to the severely allergic patient, and the 
degree of hypersensitivity may be exquisite. 

Prophylaxis 

Penicillin should be given cautiously to any patient 
with a familial or personal history of allergy. Usually 
there is a warning in a history of serum-sickness type of 
reaction. There have been reports of severe sensitivity 


to a first injection of penicillin and examples have been 
cited of sensitisation by moulds. 


Feinberg et al.” have tested patients who have had severe 
penicillin reactions with extracts of moulds and obtained no 
reactions. They conclude that the antigen in penicillium 
which causes inhalant allergy is not the same as the antigen 
in penicillin responsible for these reactions. It is also 
suggested that sensitisation can occur without therapeutic 
administration of penicillin through drinking milk from cows 
which have been treated with penicillin for udder infections. 
Milk thus contaminated may be mixed with milk from other 
animals, and thus whole batches may be affected. This may 
also be a factor in development of penicillin-resistant strains 
of bacteria. 

In all our cases except 2, the patients admitted, after 
they had recovered from their anaphylaxis, that they did 
have some slight pruritus after the last injection of penicillin 
but did not think that this was worth mentioning. The 
history from the 2 exceptions was probably unreliable. 
Sterling} recently reported 9 anaphylactic reactions to 
penicillin in his clinic in Philadelphia. Of these, 3 occurred 
as follows: he was refusing to give further penicillin to 
patients who had experienced mild reactions and in order to 
prove whether he was justified in withholding the drug, trial 
injections were made in 3 suspicious cases, and to his regret, 
3 anaphylactic shock reactions took place. 


In view of all these findings, a history of any type of 
allergic reaction to penicillin in any form, no matter how 


10. Everett, R. J. Amer. med. Ass. 1951, 146, 1314. 
11. Sterling, A. J. Allergy, 1953, 24, 542. 


slight, should constitute an absolute contra-indication to 
its use, 

There have been various attempts to make the use 
of penicillin possible in sensitive patients. Volini et al. 
substituted penicillin O in 5 patients who showed reactions 
to penicillin G and in this small series there were no ill 
effects ; but many other workers, including Risman and 
Boger, found that cross-sensitisation was common and 
that patients who were sensitive to one form of penicillin 
very quickly became allergic to any other form. Many 
investigators have combined the drug with different 
anti-histamines and in the serum types of reaction they 
have had some success,!4 1° and there have been reports 
of successful desénsitisation or immunisation with 
graduated doses of penicillin’® Others have simply 
persisted in the use of penicillin and treated any compli- 
cating eruption symptomatically. In the light of these 
more recent dramatic sequelae, these measures are 
potentially dangerous. They are also unnecessary since 
we now have a wide range of newer broad-spectrum 
antibiotics to fall back on, except in the few cases which 
occur in doctors or nurses who come in daily contaet 
with penicillin and with whom it may be essential to 
attempt desensitisation. 

Skin-testing 

It is now accepted that the skin test is of value in 
recognising penicillin allergy. The response corresponds 
to the type of reaction the patient would experience : 
in the serum type of allergy the reaction to a skin test 
becomes visible 24 to 48 hours after testing ; an imme- 
diate reaction indicates that the patient is sensitised to 
the anaphylactic level. Since the degree of sensitivity 
may be acute, the scratch test is the safer method to 
employ. If this remains negative after 30 minutes, it is 
reasonable to carry out an intradermal test, first using 
1/, minim of a 10 unit per ml. penicillin solution, and then 
1/, minim of a 100 unit per ml. penicillin solution, should 
no reaction be produced. 

Of 14 pafients who gave a positive history of hives and 
angioneurotic cedema following penicillin therapy, all produced 
a positive 24-hour reaction. 2 patients who had had ana- 
phylactic reactions permitted direct skin-testing and they 
experienced itching and erythema a few minutes after 2 or 3 
specks of crystalline penicillin were dissolved in a drop of 
water placed on a scratch, Controls were all negative. 

2 other patients who had had anaphylactic reactions were 
bled and, after the routine serological tests and Seitz filtration, 
a series of passive-transfer experiments were carried out with 
their segsum. Again, testing in the sensitised sites produced 
immediate weals. A further cautious experiment demon- 
strated the separate existence of anaphylactic and serum-type 
antibodies. The passive-transfer test was repeated, using as 
the volunteer recipient of the serum a middle-aged woman 
who was known to be mildly sensitive to penicillin. Dilute 
penicillin solution was injected into a test site and into her 
normal skin. There was an immediate weal at the test 
site and a 48-hour response in the normal skin. Saline 
controls injected into corresponding sites were negative. 
More elaborate studies on these lines have been carried out 
by many well-known allergists in this country with similar 
results. 

In practice, we must avoid sensitising new patients 
unnecessarily by the indiscriminate use of penicillin and 
other antibiotics. Particularly deplorable is the gunshot 
use of antibiotits in which several are used at one time 
in case one of them alone should be ineffective. Should 
there be a definite indication for penicillin, it is probably 
wise to inject it into the arm rather than the buttock, 
since any untoward reaction can be controlled to a certain 
extent by using a tourniquet. Adrenaline and amino- 
phyliine are the drugs of choice to control the immediate 
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and shod there be prolonged angioneurotic 
oedema and urticaria, corticotrophin and hydrocortisone 
are remarkable in their effect. 


Department of Medicine, Washington 


University, St. Louis, Missouri, U.S.A. SHELDON SwiFt. 


ONCOLYTIC EFFECTS OF ANTIBIOTIC 
FERMENTATION MATERIALS 


Sir,—Three years ago, you published my report } that 
leukemic patients, and those with Hodgkin’s disease, 
benefited from the administration of crude Streplomyces 
griseus broths. These broths had to be antibiotic- 
producing strains; non-producers of antibiotic were 
ineffective. It was finally concluded that the coliform- 
suppressor antibiotic present was the cause of the 
remission, since small doses of ‘‘ mycin’’ antibiotics 
produced the same effect. Pronounced adrenocortico- 
mimetic effects were said to be produced by these 
broths? A ‘“‘permissive’’ hypothesis of pituitary- 
adrenal-axis stimulation was advanced to account for 
these effects in the case of a pure antibiotic ; in the case 
of the crude residues, it was recognised that they con- 
tained some substance like a corticoid. 

During these investigations, my colleagues and I 
became convinced that the clinical results, certainly still 
far from satisfactory, were nevertheless better when we 
used the crude streptomyces fermentation residues than 
when crystalline antibiotic alone was given. So we again 
supplemented the antibiotic with the residue in all cases.8 

Recent new supporting evidence *-* has naturally 
awakened interest in the applications mentioned in my 
first report. For example, Professor Shulte > has used a 
crude antibiotic-containing streptomyces residue in the 
treatment of malignant lymphoma. I therefore feel 
that a summary of our experience on the effective 
principles in these residues may be of interest—particu- 
larly since Nelson et al.’ have just shown that antibiotic- 
containing feed-supplement fermentation residues contain 
an assayable amount of corticotrophin. The latter, like 
pituitary corticotrophin, is a peptide. The particular 
griseus residue we had found to be most effective clinically 
was then found to have this activity ; furthermore, it 
was demonstrable (though to a less extent) after eral 
administration to hypophysectomised rats.* Some of our 
patients were receiving, in this form, the equivalent of 
10 to 20 units of corticotrophin daily, and the suggestion 
has been made that this was the reason for my results 
with streptomyces residues. I will explain why I think 
this is an oversimplification. 

Some clinical activity is evinced by (1) chloroform extract 
of dried mycelium and (2) ethanol solution of unsaponifiable 
lipoid fraction of the liquor: neither of these could conceiv- 
ably contain the peptide, corticotrophin. (3) A folinacin-folacin- 
free acid eluate from charcoal adsorbate of the liquor does 
contain corticotrophic activity, but it completely protects 
weanling rats against a 10 y daily dose of aminopterin—some- 
thing that pituitary corticotrophin does not do. In that 
regard this eluate is similar to the pituitary erythropoietic 
factor supplied to us for comparative study by Dr. Herman 
Cohen, of Princeton. Neither (1), (2), or (3), or their summa- 
tions, quantitatively approach the activity of the whole 
griseus, aureofaciens, or rimosus fermentation liquors. 

Evidently some active materials are present in the liquors. 
Those who have written to me recently, on the basis of the 
Waksman report, to ask about my latest experience are 
advised to stick to the whole crude residues for the time 
being. Hackmann,® Shulte,> and Waksman attribute the 
activity in lymphoma to mie tet C, but I have found its 
. Barnard, R. D, Lancet, 1951, i, 1157, 
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~ chromogen present in n only some of the broths ‘and absent 
from some indisputably active ones. It is also a fact that some 
of the original antibiotic-containing griseus residues, which 
were found clinically active over five years ago, remain so 
even though no demonstrable antibiotic is now present in 
them. 

Just as the original presumption about determination 
of antibiotic content has gone by the board, it may be 
necessary to modify some ideas about why the adminis- 
tration of crystalline antibiotic to subjects with adapta- 
tion disease produced adrenocorticomimetic effects.’ I 
am never at a loss to elaborate theories around this 
point, but before doing so I would prefer to direct atten- 
tion to the reports by Blaich and his co-workers, which I 
had previously overlooked. They seem to have demon- 
strated the adrenocorticomimetic effects of antibiotics 
as early as 1943. Their own further researches into this 
effect 1° merit higher priority than my theories. 

Ropert D. BaRNarp. 


LIABILITY FOR ACTS OF DEPUTY 

Sir,—In my opinion the decision of the medical 
services committee of the Devon and Exeter Executive 
Council in the case of the death of premature twins last 
February is wrong. 

In your issue of Sept. 11 (p. 549) you quote paragraph 
8 (8) of the Terms of Service for Medical Practitioners, 
stating that ‘‘ a practitioner is responsible for all acts and 
omissions of any practitioner acting as his deputy or 
assistant in relation to his obligations under these terms 
of service.’ It seems to me to be by no means clear that 
a partner is included in the word *‘ deputy.’’ In para- 
graph 10 (2), which forbids the demanding or accepting 
of fees, it says that ‘‘a practitioner shall take all 
practical steps to ensure that any partner, deputy, or 
assistant of his shall not demand or accept . By 
thus specifically mentioning partner, deputy, or ‘assistant 
it would appear to show that, for the purpose of these 
regulations, a partner is not to be deemed a deputy, and 
if that is correct a principal is not responsible for any 
error on the part of the partner in treating his, the 
principal’s, patients. 

Exmouth. 


ARMOREL NETTELL. 


*,* For the purposes of paragraph 8 of the Terms of 
Service the word ‘partner’? has a wider mvaning 
(para. 8 [10]) than in the Terms of Service generally 
(para. 2 [3]). Paragraph 8 (7) confirms that “ deputy ” 
here includes “ partner.”-—Eb. L. 


HOMOSEXUALITY 


Sir,—Dr. Soddy’s article last week demands an instant 
reply. First of all, he does not define the word ‘* homo- 
sexual’? and uses it throughout in two very different 
senses: (1) an individual who is attracted only by 
members of his or her own sex ; (2) one who indulges in 
sexual acts with members of his own sex. The first can 
be a normal phase, the second is a degeneration of it. 
I frequently have homicidal impulses, but so far I am 
not a murderer. The act or repeated acts make the 
homosexual, and the word is certainly used in this sense 
in relation to the Home Secretary’s Committee of 
Inquiry. : 

Dr. Soddy writes ; ‘‘ It is well recognised that adjusted 
homosexuals—of high character and stable personality 
form one of the most important sources of support of 
youth organisations, and without them the youth 
organisations could scarcely carry on their work.” 1 
know this is not true. Where is his evidence? And why 
leaders of youth organisations only? Surely school- 
masters, university professors, all who are interested in 
youth, including those who run child-guidance clinics, 
are in the same class. 


10, Blaich, W., 
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He writes that the evidence of the contagiousness of 
homosexuality ‘‘ is non-existent.’’ Yet within the last 
few months the Judge in the Taunton case where there 
were seventeen defendants said that it had spread like 
wildfire. Mr. Justice Glyn-Jones, at the Glamorgan 
Assizes last July, in a case where eighteen men and boys 
were involved, said: ‘‘ This case provides a striking 
example of the appalling mischief which would spread 
if homosexual vice were left unchecked by law’’; and 
there have been several outbreaks in remand homes and 
the like. 

Dr. Soddy writes : ‘* Scientific evidence is also unclear 
on whether homosexual seduction of the young is a 
significant cause of sex deviation.” East and Hubert 
in a Home Office blue-book gave some very clear evidence 
that early seduction was a cause of confirmed homo- 
sexuality. 


Our fathers were guided by a very sound instinct in 
making homosexuality taboo no. 1. 


Beckley, Rye, Sussex. C. G. LEAROYD. 


Obituary 


MARJORIE BACK 
M.D. Lond., D.P.H. 


Dr. Marjorie Back, who died at the Middlesex Hospital 
on Sept. 1 after a long illness, was the daughter of 
Dr. Herbert Back, a well-known Norfolk practitioner. 
She received her medical education at the London School 
of Medicine for Women and qualified in 1919, taking the 
M.B. Lond. the following year. After holding house- 
appointments at the Royal Free Hospital, the Garrett 
Anderson Hospital, and the Queen’s Hospital for Chil- 
dren, Hackney, she proceeded in 1922 to her M.D. in 
State medicine, for which she was awarded the university 
medal; and the same year she took the D.p.H. After 
spending some years as an assistant physician in the 
mental service of South Africa, she returned to this 
country and was appointed an assistant medical officer 
to the Surrey County Council. Even as a student she 
had always had a special aptitude for midwifery. This 
interest naturally drew her to the maternity and child- 
welfare side of public-health work, and she became ante- 
natal officer for Surrey. In the early ’30s she joined 
the staff of the Middlesex County Council and in due 
course was promoted to be principal assistant medical 
officer. She retired in 1948, 


DPD. S. R. writes: ‘‘ Marjorie Back was a woman of 
remarkable intelligence, integrity, and ability. Her 
shyness and reserve made her difficult of approach by 
some, but a friend once gained was a friend never lost 
and her loyalty to those so accepted was complete. She 
combined a keen sense of justice with wisdom and 
understanding, and the many who sought her advice, 
both professionally and otherwise, were richly rewarded. 
After a brilliant career as a student her natural choice 
would have lain with midwifery and gynecology, for 
which her manual dexterity and fine hands would have 
been great assets. Circumstances, however, directed her 
into public health which, though in many ways satisfying 
to her, involved a sacrifice of her preference for clinical 
work. Her manual skill was diverted to the hobbies of 
gardening and cooking, both of which were a joy to her. 
Generosity, too, was her pleasure in life, and so the extra 
pots of jelly or marmalade were bestowed, along with 
many less material gifts, on those with whom she was 
linked as colleague or friend. She was beloved by her 
midwives and health visitors, who kept in touch with her 
till the last. Her unflinching devotion to her work, 
increased by the war and often performed in difficult 
circumstances during the bombing of London, put a 
considerable strain upon her physically, and the steady 
encroachments of arthritis at length forced her to retire. 
Her heroic resistance to this crippling disease, and the 
tenacity with which she strove to retain ber highly 
cherished independence, will remain a source of inspira- 


tion to those who were with her during these difficult 
years.”’ 


Notes and News 


PROBLEMS OF BIG BOOK-KEEPING 


In their report for 1953-541 the Committee of Public 
Accounts raises several points of principle. 

Earlier this year * we noted with admiration the resistance 
which the Treasury were offering to the C.P.A.’s recom- 
mendation that the accounts of the universities for non- 
recurrent grants from the University Grants Committee should 
be open to inspection by the Comptroller and Auditor General. 
The Treasury held that this proposal would disturb the 
harmonious relations between themselves, the U.G.C., and 
the universities. Instead they proposed that the U.G.C. 
should appoint one or more independent people to review 
the universities’ methods of contracting, and of recording and 
controlling expenditure. The C.P.A. now admits that it is 
unconvinced that this will prove a satisfactory alternative to 
inspection by the Comptroller and Auditor General. But it 
politely welcomes the appointment of four independent 
investigators and recommends that the matter should be 
considered afresh at the next session in “‘ the light of the 
results.’’ Shifting its ground the C.P.A. goes on to ask for 
access for the Comptroller and Auditor General to the requests 
ftom the universities for assistance and the records of the 
consideration given them by the U.G.C. If last year’s recom- 
mendation appeared to threaten the independence of the 
universities, this year’s may well appear to threaten the 
status of the U.G.C, itself, 

But the C.P.A.’s wish to see more of these academic docu- 
ments is not a symptom of an indiscriminate partiality for 
records. It received with reserve the Ministry of Health’s 
proposal to add to the nation’s accumulation a central register 
of patients. The Ministry found National Registration a 
useful tool for checking the number of patients and curbing 
the inflation of doctors’ lists. So when it came to an end they 
proposed setting up a register of patients at an annual cost 
of £150,000 for England and Wales. The C.P.A. (this time in 
accord with the Treasury) had hoped that this expense might 
be avoided by using National-Insurence records or reorganising 
the records of executive councils. But the experiment of 
using N.I. records, it was informed this year, has not proved 
successful. Duplication of patients arises because patients, 
when changing doctors, do not give the name of their previous 
doctor, and the C.P.A. asked the Ministry whether the onus 
of providing this information could not be placed upon the 
doctors. The Ministry consider this would not be a sufficient 
safeguard. The C.P.A. appreciates that the Ministry have some 
responsibility for seeing that the pool is fairly distributed 
among the doctors, but describes a central register as an 
** expensive device.’’ The doctors are, after all, the losers when 
their lists are artificially inflated, and the C.P.A. is inclined 
to rely op their help. It believes that the doctors’ codperation 
would be forthcoming for a less costly method. 


MEDICAL RESEARCH COUNCIL OF IRELAND 
Tue annual report of the Medical Research Council of 


Ireland * outlines many research projects sponsored by the 
council during 1953, 

The chemotherapy research unit completed a clinical trial 
of isoniazid. Of 129 agents that were screened for activity 
against mouse tuberculosis 22 were found to be active. Some 
of these were related to isoniazid and had comparable activity, 
but none was active against isoniazid-resistant. strains. 
new series of phenazine derivatives has been prepared which 
are highly active in murine tuberculosis, and apparently are 
not grossly toxic in mice, 

At the Rotunda Hospital, Dublin, of 4313 patients examined 
1027 (238%) were found to have a hemoglobin value of less 
than 10 g. per 100 ml. ; this is comparable to the findings by 
workers elsewhere. In treatment ferrous gluconate was found 
to be a better hematinic agent, and also better tolerated, 
than either ferrous sulphate or molybdenised ferrous sulphate. 
Large doses of vitamin B,, were given to 13 patients with 
megaloblastic anemia of pregnancy—a disorder against which 
this vitamin has been said to be ineffective. Judging by the 
resulting change in the blood picture, the response in those 
cases was satisfactory. Apart from 1 case reported from 


1, H.M, Stationery Office. 1954, Pp. 44. 1s. 6d. 
2. Lancet, 1954, i, 423. 
3. Published by the council, 50, Merrion Square, Dublin. 
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Holland these are the only known instances of this condition 
in a temperate climate responding to vitamin B,,. 

The absence of Q fever in Ireland was confirmed by a survey 
in which sera from 137 workers in meat-processing plants 
throughout the country were examined. All proved negative. 


MIDWIFERY RECRUITING FILM 

The British Midwife (16 mm., sound, colour, 24 minutes), 
shown during the International Midwives Congress in London 
last week, shows the training of a student midwife and the 
work of a district midwife in a country area. 

The film opens with a lecture by a sister-tutor to nurses at the 
beginning of their course. This occupies nearly a fifth of the total 
time of the film, and it is too long. The nurses are then seen exam- 
ining patients, showing how to uss gas-and-air machines, and caring 
for the patients postnatally. The jump from antenatal instruction 
to the scenes of the mother with a child in her arms suggests that the 
student midwife saw nothing of the delivery. But when the film 
deals with the work of a district midwife it comes to life. 


The film is sponsored by Cow & Gate Ltd., and the medical 
adviser was Mr. C. W. F. Burnett, F.R.C.0.G, 


** SYLVEST’S DISEASE ’’ 

In his first description of an outbreak of this disease in 
Britain ! Dr. W. N. Pickles named it after the Baltic island of 
Bornholm, on which it was originally discovered. Dr. Pickles 
now records® his regret at having been “ instrumental in 
attaching the name of a beautiful island to a distressing 
malady,” and suggests the title ‘‘ Sylvest’s disease,” “‘ Sylvest 
having done more than any man since the disease was first 
deseribed to promote the knowledge of it.’” Dr. Ejnar Sylvest, 
a general practitioner in Denmark, gave the first clinical 
account of the condition in 1930, and since then has published 
a monograph and several papers on the subject. 


University of Glasgow 


On Sept. 8, the degree of m.D., with commendation, was 
conferred in absentia on J. A. McFadzean. 


Royal College of Obstetricians and Gynecologists 

Dr. T. C. Barns will deliver the William Blair-Bell lecture 
for 1954 to this college at 1, Wimpole Street, London, W.1, 
on Friday, Sept. 24, at 5r.m, His subject is to be the Natural 
History of Pelvic Tuberculosis. Tickets may be had from the 
secretary, 58, Queen Anne Street, W.1. 


Society of Apothecaries of London 
Liverymen of the company are summoned to appear at 
Guildhall on Wednesday, Sept. 29, at 10.30 a.m, After a 


serv ice at the church of St. Margaret, Lothbury, they will 
return to Guildhall for the election of a lord mayor. 


Tuberculosis Educational Institute 

This institute is holding a course for general practitioners 
at the Kingston-on-Thames Hospital and Chest Clinic on 
Saturday and Sunday, Oct. 23 and 24, on Tuberculosis and 
the Family Doctor. Further particulars may be had from 
the institute, Tavistock House North, London, W.C.1. 


Contraceptive Technique 

A lecture and demonstration on contraceptive technique 
will be given by Mrs. Marie Stopes, D.sc., at the Mothers’ 
Clinic, 108, Whitfield Street, London, W.1, on Thursday, 
Oct. 7, at 2.30 p.m. Tickets must be obtained in advance. 


Collegium Internationale Allergologicum 

This association, which has been formed to study scientific 
and clinical problems in allergy and related subjects, and to 
promote codperation between workers in this specialty, will 
hold its first symposium from Oct. 12 to 16 at the Ciba 
Foundation, 41, Portland Place, London, W.1. Further 
particulars may be had from the president, Dr. David Haler, 
19, Queen Anne Street, W.1. 


Wessex Rahere Club 


The autumn dinner of this club will be held at the Grand 
ae Hotel, Clifton, Bristol, on Saturday, Oct. 23. Membership 
the club is open to all Barts men practising in the West 
Country, and further details may be had from Mr. A. Daunt 


Bateman, the hon. secretary, 11, The Circus, Bath. 


1. Brit. med. J. 1933, ii, 817. 
2. New Engl. J. Med. 1954, 250, 1033. 
3. Ugeskr. Leg. 1930, 92, 798. 


London Jewish Hospital Medical Society 

Mr. Anthony Radcliffe will deliver a presidential address 
on Thursday, Sept. 23, at 8.30 p.m., at 11, Chandos Street, W.1. 
His subject will be Evolutionary Changes in Otolaryngology. 


Medical Society of London 
At 5 p.m. on Thursday, Sept. 30, at 11, Chandos Street, 
London, W.1, Dr. Charles Singer will deliver the Lloyd 


Roberts lecture, on How Medicine Became Anatomical. 


Autoradiography Course at Harwell 

A course on autoradiographic techniques will be held at the 
Isotope School, Harwell, from Dec. 13 to 16, under the 
direction of Mr. 8. R. Pelc, p.PpHix., of Hammersmith Hospital. 
The fee for the course is £8. Applications should be sent to 
the Isotope School, A-E.R.E., Harwell, near Didcot, Berkshire. 


Influenza Immunisation of American Servicemen 

George E. Armstrong, surgeon-general of the 
U.S. Army, has announced that all American Army personnel 
are to be prote.ted against influenza by a modified vaccine 


incorporating » recently isolated virus strain. Last year only 
overseas troops were immunised. 


Tuberculosis in South-East Asia 

An international conference will be held in Sydney next 
August to review methods of preventing tuberculosis, 
especially in the countries of South-East Asia and the Pacific. 
The conference will be sponsored by the Australian depart- 
ment of external affairs under the Colombo Plan. 


Third European Rheumatology Congress 

This congress will be held, under the auspices of the Ligue 
Européenne contre le Rhumatisme, at Scheveningen, 
Netherlands, from June 13 to 17, 1955. The programme will 
be divided into four sections: rheumatic fever; connective 
tissue ; osteo-arthritis of the spine and disc degeneration ; 
rheumatism and social medicine. The speakers from this 
country will include Dr, E. G. L. Bywaters, Dr. L. E. Glynn, 
and Dr. E. J. Holborow. Further particulars may be had 
from the secretariat of the congress, Pieter Bothstraat, 12, 
The Hague, Netherlands. 


Appointments 


W., M.B. Glasg., D.P.H., T.D.D.: 


ff. 
CASH, MARGARET J., M.R.C.8. : 
shire. 
CLARKE, NoRAH M., M.B. St. And. : M.O. and schooi M.O., 
Staffordshire. 
GouGH-THOMAS, Hugh, M.B.Camb., D.OBST.: asst. M.O., 
Middlesex (Sealing and 

MARKHAM D.T.M., D.P.H. 
and “deputy De Dewsbury 
PENMAN, JOHN, M.B. Lond., M.R.C.P. : netrologist grade), 

Royal Cancer Hospital, London. 
PHILLIPS, W. POWELL, 0.B.E., M.R.C.8., D.P.H. 
school M.O., 
Ropauns, J W. A., M.B. Belf., D.P.H.: asst. M.o., co. Durham, and 
University College Hospital, Ibadan, Nigeria : 


FULLERTON, W. T., M.B. Glag., M.R.C.0.G. : registrar, department 


deputy M.O.H., 
asst. M.O. and school M.o., Stafford- 
asst. 


deputy M.O.H. 


M.O.H. and principal 


of obstetrics and gyneecology. 

Isaac, A. R., L.R.C.P.E.: senior house-officer, department of 
surgery. 

Low, M. D. W., M.B. Edin., M.R.C.P.E., D.OBST.: registrar, depart- 


ment of medicine. 
Money, G. L., M.B.: senior house-officer, department ofmedicine. 
WESLEY-JAMES, OLIVER, M.B. Lond.: registrar, department of 
surgery. 
Appointed Factory Doctors: 
DONALDSON, M.. M.B. Abeed. : Rousay-and-Egilshay, Orkney. 
HoOoKER, J. M.B. Glasg. : t. Margaret's 's Hope, Orkney. 
Morris, J. B., M.B. Glasg., byt — Shapinshay, Orkney. 
Leeds Regional Hospital Board : 
CONNELL, N. C., M.R.C.S., D.P.M.: whole-time asst. psychiatrist, 
Stanley Royd Hospital, Wakefield. 
Cook, J. Lond., M.R.c.P.: whole-time conseltan’ neuro- 
logist Pinderfields General Hospital, Ww akefiel 
DHOLE, M. K., M.B., B.SC. Lucknow, T.D.D. — asst. 


chest physician and deputy medical superintendent, Castle 
Hill Sanatorium. 


Fitron, J. M., M.B.E., M.B. Leeds, c.8S.: part-time consultant 
in orthopedic surgery, St. James" 8 Hospital and the Public 
pensary, Leeds. 


FLETCHER, P. F., M.B. Glasg., D.P.M. 


consultant psychiatrist 
and physician-superintendent, 


Royd Hospital, 


Fox, D. L., M.B. Manc., D.P.M.: whole-time asst. psychiatrist, 
‘Storthes Hall Hospital. 


Tue Lancer] THE LANCET GENERAL ADVERTISER _ (Serr. 16, 1064 


.... the first oral preparation of penicillin which has in our 
expertence been reliably absorbed in 100% of patients, 
irrespective of size and weight and using a standard 
dosage of 300,000 units... .” | 

British Medical Journal, (1953), 11th April, pp. 805-6, 


In this recent clinical trial, the 118 patients concerned were given 
*PENIDURAL’ regardless of the times of meals or whether the stomach 
might be full or not . . .. conditions which greatly simplify 


administration in domiciliary practice. 


‘Penidural’ 


Trade Mark 


DBED Dipenicillin 


THE RELIABLE ORAL PENICILLIN 


John Wyeth & Brother Ltd., Clifion House, Euston Road, London, N.W.1 
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| When they're convalescing 


little 


does them lot 


Moussec is a perfect natural sparkling stimulant 


for cases of mental depression, debility and 
general apathy. Produced only from specially 
selected grapes by the entirely natural process of 
double fermentation and free from fortification by 


any form of spirit it is purity and goodness itself. 


THE BABY BOTTLE (ONE-GLASS SIZE) 

is both adequate and economical. It ensures that 

the patient gets the benefit of Moussec always in 

its freshest, most sparkling form. 

Baby Moussec is obtainable from all Wine 
Merchants and Licensed Grocers at 2/3. There 

"h) are also larger sizes at 4/4, 9/9 and 18/6. 


GRADE Juice. ALCOMO 
"2 PeR cen, By VOLUME 


MOUSSEC RICKMANSWORTH HERTS, 
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ADVANCED 


technique and design 


Over the last forty years HANGER has been 
marching in the forefront of development in arti- 
ficial legs, and has been responsible for most of the 
outstanding advances in design which have taken 
place during that period. The wealth of experience 
which has been gained in fitting over 100,000 limb- 
less is incorporated in every HANGER leg and 
ensures that the limbless person is being supplied 
with the finest prosthesis which modern science 
can make available. It is an undisputed fact that 
more HANGER legs are prescribed than those of 
any other maker, sure proof of the pre-eminence of 
the HANGER limb in the field of prosthetics. 


HANGER 


SERVICE TO THE LIMBLESS 


E. HANGER 
ROEHAMPTON” - 


& co. LTD 
LONDON, S.W.1I5 


HANGER Hip lock for artificial limbs for 
amputation the leg at the hip operated by the 
finger-tip. This gives a positive automatic lock 
action when the patient is standing, but may be 
released when a sitting position is required by an 
easy pressure of the button through the clothing. 


A non-toxic 
Antiseptic Germicide 


KEEDOSOL (FERRIS) provides a general antiseptic 
of high bactericidal potency yet possessing marked 
advantages not attributable to germicides of phenolic 
origin. It is non-poisonous, even in high concentration, 
non-injurious to living tissue, and its agreeable 
refreshing odour renders it pleasant in use. For the 
guidance of users of this modern germicide a table of 
recommended dilutions is affixed to each container. 


Available in 4-0z.; 8-0z.; 16-02z.; and 80-0z. bottles 
and 1-gallon tins 


KEEDOSOL 


(FERRIS) 


on 
FERRIS & CO LTD 


BRISTOL 
Telegrams FERRIS BRISTOL 


Telephone 


STANDARD MODEL 
for use in the Home 


Surgery £ 8-8-0 


Perfect Dial Control 
a. g ia. 
Maternity BEDRAIL ATTACHMENT 


or Minor Surgery Sor use in the HOSPITAL 


\ 
THE 
A | 
Cy pr. INHALER 
( Zp 
Pros | 
SURGICAL HOUSES a Al Lm 
CYPRANE LID Haworth Keighley Yorks 


THE 
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RADIOGRAPHY IN HOT CLIMATES 


problem 
cndled with 


PHILIPS 


REFRIGERATED 
PROCESSING UNIT 


© Thermostatically controlled — fully automatic 


in action. 
° Well col 20. 20 galls. of water per hour — from 
105°F. to 65°F. 
© Film capacity — 60 per hour. © Heater incorporated for use in low 


I tures. 
e Films always washed in cooled water ambient tempera: 


Separate Tank and Cooler. Cooler can be installed © All insulation material insect-proof. — 
outside dark room. © Complete and easy access for inspection. 


ENABLES GOOD RADIOGRAPHY TO YIELD CONSISTENTLY GOOD RADIOGRAPHS : 
Users commend its performance and re 


SEND POSTCARD FOR FULL INFORMATION 


PHILIPS ELECTRICAL 


LIMITED 
X-RAY DEPARTMENT CENTURY HOUSE SHAFTESBURY AVENUE + LONDON - W.C.2 


QUEEN 


GROUP PENSION SCHEMES ¥ PRO 


ona 


WITH 
PROFITS 


BEAUTY PRODUCTS 


THE SAFETY FACTOR IN 
EVERY DAY MAKE-UP 


Queen beauty products form a complete range 
of toilet and beauty preparations, including 
lipsticks, specially for those women who 
have sensitive skins Queen products con- 
tain no orris in any form, nor any other 
skin irritants AND ARE 
BY THE MEDICAL PROFESSION, 

Obtainable from John & 


Wigmore Street, 
chemists. 


Write for Price List to :— 


BOUTALLS CHEMISTS LTD. 
60 Lambs Conduit St., London, W.C.1 


HEIGHAM HALL, NORWICH 


PRIVATE MENTAL HOME for Nervous and Mental illness. All types 
of treatment carried out. A dati for Alcoholics and Addicts 
available. Special Geriatric Unit now open. Fees from 6 gns. per week 


upwards according to requiremer ts, 
Apply to Dr. J. A. SMALL 


consult the 


SCOTTISH WIDOWS’ 
FUND 


Telephone : Norwich 20080 


Head Office CHISWICK HOUSE 
9 St. Andrew Square PINNER, MIDDLESEX 
Edinburgh, 2 PINNER 234 
London Offices 


Private Home tor AS g Treatment and Care of Mental and 


28 Cornhill, E.C.3 


17 Waterloo Place, $.W.1 


ds. 
anos qi or Voluntary status. Modern forms 
cludi 


oonapenion’ erapy, E T., etc. Fees from 12 guineas a week. 
: DOUGLAS MACAULAY, M.D., D.P.M- 


\ 
~ 
oth ) 
| basis CAMS 
| 
\ \ NG 
Stoner Po A modern house, 12 miles from Marble Arch, in attractive 
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ST. ANDREW’S HOSPITAL fens" 
rom! Tes EAR, SPENCER 


Mepicat SupERINTENDENT: THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 


This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are suffering from 
incipient mental disorders or who wish to prevent recurrent attacks of mental trouble ; wary patients, and certified patients 
of both sexes are received for treatment. Careful clinical, biochemical, bacteriological, co thological examinations. Private 
rooms with special nurses, male or female, in the Hospital or in one of the numerous villas in the grounds of the various branches 


can be provided. 
WANTAGE HOUSE 

This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be admitted. It is equipped 
with all the apparatus for the complete ireestiontion and treatment of Mental and Nervous Disorders by the most modern methods; 
insulin treatment is available for suitable cases. It contains special departments for hydrotherapy by various methods, including 
Turkish and Russian baths, the prolonged immersion bath, Vichy Douche, Scotch Douche, Electrical baths, Plombiéres treatment, 
ete. There is an Operating Theatre, a Dental Surgery, an X-ray Room, an Ultraviolet Apparatus,’ and a Department for 
Diathermy and High- ea ged treatment. It also contains Laboratories for biochem cal, bacteriological, and pathological 
Psy c treatment is employed when indicated. 

MOULTON PARK 

Two miles from the Main Hospital there are several branch establishments and villas situated in a park and farm of 650 acres. 
Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and orchards of Moulton Park. Occupational 
therapy is @ feature of this branch, and patients are given every facility for occupying themselves in farming, gardening, and fruit 


growing. 
BRYN-Y-NEUADD HALL 
The seaside house of St. Andrew’s Hospital is beautifully situated in a park of 330 acres, at Lianfairfechan, amidst the finest 
scenery in North Wales. On the North-West side of the Estate a mile of sea coast forms the boundary. Patients may visit t 
branch for a short seaside change or for longer periods. The Hospital has its own private =— house on the seashore. ‘There 
is trout-fishing in the park. 


At all the branches of the Hospital there are cricket grounds, football and hockey grounds, lawn tennis courts  Gyenen ome 
courts), croquet grounds, golf courses, and bowling greens. Ladies and gentlomen ve their own gardens, dlities ‘are are 
provided for handicrafts, such as carpentry, ete. 


For terms and further particulars apply to the Medical Superintendent (TxterHonz: Northampton 4354 (3 lines)), who 
ean be seen in London by appointment. 


CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 
A well-appointed House with spacious view of the South Devon own dairy in 38 acres 


In the same grounds, rtable house with lovely the beach 
There is also a charming house, EBWORTHY. MANATON, DARTMOOR, oo Bg in in 25 ivan vt00 fe. ft. up » tor bracing moorland air 
Resident Physicians—BERTHA M. MULES, M.D., 8.8. © ANNE S. MULES, M.R.C.S., L.R.C.P. Telephones—TEIGNMOUTH 289 and 537 


CHEADLE ROYAL, CHEADLE, CHESHIRE 


REGISTERED MENTAL HOSPITAL 


Presipent: Tue Rient Hon. EARL OF DERBY, M.C. 
MEprIcaL SUPERINTENDENT: W. V. WADSWORTH, B.Sc., M.B., M.R.C.P., D.P.M. 


Hospital receives all types of patients who are suffering from psychological and senile illnesses. It has recently been 
extensively re-decorated and centra) heating has been installed throughout, making it one ot the most luxuriously appotated hose hospitals 
urse: be ents receive 
hi o treatment is available, including deep insulin therapy. 
Gear is employed in suitable cases. 


ture of the Hospital and there are excellent facilities for indoor an 
tale elevisi vision, etc. Geriatric units for mild cases of are where 
patients can pursue as normal a life as possible, 
The Hos ital is situated in three hundred acres of pleasant Cheshire parkland and yet is o © miles from Manchester. 
Glan-y-Don og the Hospital’s convalescent home, overlooking the sea at Colwyn Bay. Tt is ixtremely  amaanabie and well appointed 
and has its own farm and market garden, 


For terms and further particulars, apply to the Medical Superintendent. Telephone: GATLEY 2231. 


Vacancies 
CADEMIC AND UCATIONAL Page | CASUALTY Page 
SECTION 3 South-Eastern R.H.B. Sr. 5 Hockney, < 35 
ANASTHETICS ince 0 es" n., r. 
North West Met. R.H.B. Sr 34 Sr South-Eastern Wa 
Bolton & Dist, MS 37 | Sheffield Reg. 42 | Chelmsford & Essex. Sr. H.O. 38 
Chertsey. St. Poter’s. ar. i. 0. "gg Sheffield United Hosps. Sr. HO. 0. 42 Chesterfield Royal. Pre-reg. H.O. or re 
osps. 
Manchester | Metbourne, A: St. Vincent's. Neweastie, Gen. a1 
Neweastle United Hosps. Sr. H.0. 41} Director 89) Southend Gen. Tem 
North East Met. R.H.B. Regs. .. 35} CARDIOLUGY Windsor. King Edward r. 
Nottingham City. Reg. am .. 411 Sheffield City Gen. Sr. H.O... | (continued overleaf) 
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CHEST AND FUREROULOSES 
Paddington Group H.M.¢ 


Reg. 
Birmingham (Sanatoria) H.M.C. 


Sr. H.O. or H.O. 


Cottingham. Castle Hill. Jr. H.M.O. 
Lanchester, Co. Durham. Maiden 
Law. Sr. H.O ve 


Leeds R.H.B. Reg. .. 

Leicester Jaolation Hosp. & Chest 
Unit. Sr. H.C 

Leicester. Marictield San. & Isolation 
Hosp. Reg. 

Manchester R Reg. 

North East Met, Ak. H.B. Reg. 

Sheffield R.H.B. H.M.O. 

West Fife Hosps. 


B.O.M. Reg. 

Yorkshire. East H.M. Sr. 

BD. 
DENTAL SURGERY 

Plymouth. South Devon & East 


Cornwall. H.O.  .. 
EAR, NOSE, AND THROAT 
Metropolitan E.N. & T., W.8. H.O. 
North East Met. i. H.B. Regs 


Sr. H.O. & H.O 
Bournemouth & Kast. Dorset H.M.C, 


Darlington Mem. Hosp. & Hundens 
Unit. Sr. H.O. 
Farnborough, Kent. Sr. 0. 


Halifax Bore Infy. H.O 
Leeds R.H.B. Reg. wah 
Liverpool United Hosps. Sr. H.O... 
Newport, Mon. 


Royal Gwent. 

H.M.O. or Sr. H.O... 

Welsh R.H,.B. Reg. .. 

Australia. Rockhampton, Queensland. 
P.-t. Specialist 


GERIATRICS 


Jr. 


Cardiff. St. David’s. Sr. H.O. 
Hornchurch. St. George’ 3. Jr. H.M.O. 
Leeds, St. James’s. Sr. H.O, 


HEMATOLOGY 
Kast Auglian R.H.B. Sr. H.M.O. 


INFECTIOUS DISEASES 


Bristol. Ham Green, Jr, H.M.O. 
Ipswich. St. Helen's. H.O 
MEDICINE 


North Middlesex, N.18. Pre- Tee, 9. 

Prince of Wales’s Gen., N.15. 

Hyde & Glossop H. 
H.O 

Aylesbury. Royal Bucks & Assoc. 
Hosps. M.C. 

Bath. Royal United. Sr. H.O. 

Birmingham. Dudley Rd. Sr. H.0. 

Blackburn. Queen’s Park. i 

Bury & Rossendale H.M.C. 

chesterfield Royal, Sr. H. 

Leeds R.H.B. Reg. . A 

Luton & Dunstable. 

Scotland, estern it it. "Group 

Med. Supt 

Stornoway. Lewis. H.O. 

Tredegar, Mon, St. James, .. 

Welsh R.H.B. Reg. 


Australia. Roc khampton, Queensland. 
P.-t, Specialist 

B.W.1. Barbados Gen. Pre- reg. H. 0. 

Michigan, U.S.A. Oakwood.  Resi- 

Western Australia. Royal Perth. 
Asst. Med. Supt... = 

NEUROLOGY 

St. Thomas’s, S.E.1. Reg. .. 

New York. Albany. Residencies 

NEUROSURGERY 

Bristol. 


Cossham/Frenchay H.M.C. 
OBSTETRICS AND GYNZCOLOGY 
Kast End Maternity, E.1. Sr. H.O. & 
North East Met. R.H.B. Regs. 
North Middlesex, N.18. 0. & 
Pre-reg. H.O. 
Prince of Wales’s Gen., N. 15. H.0.. 


Barrow & Furness H.M.C.  H.O. or 
Bedford Gen. H.O. 


Birmingham R.H.B. Reg. 
.. 
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Vacancies (continued) 


Birmingham United Hosps. H.O. 


Bishop’s Stortford. Haymeads. H. 0. 37 
Isleworth. West Middlesex. Sr. H.O. 39 
Leicester Gen. Reg. .. 
Manchester R.H.B. .-t. Cons 34 
Manchester R.H.B. 40 
Manchester United Hospe. “Res. | 

0." ; 
Newcastle Ge 
South West Met. mo H.B. P.-t. Cons. 34 
Stirling & 

B.O.M. Sr. H.C 
Welsh R.H.B. fee. 43 
OPHTHALMOLOGY 
St. Thomas’s, S.E.1. P-.-t. Sr. 36 
Aylesbury. Royal Bucks & ge ly 

Hosps. M.C. H.0O... 36 
Brighton. Sussex Eye. H. 0. j 38 
Leeds R.H.B. 40 
Maidstone. Kent Couiity Ophthalmic 

& Aural. Sr. H.¢ 
Romford. “Sr. H.0 42 
Sheffield United Hosps. Sr. . Reg. & 

Sr. H.O. 43 
Southampton Eye. Sr. i. oO. 42 
ORTHOPADICS 
Ashford, Middx. 0. 
Bath H.N 
Brechin, athro. H.O. 38 
Cardift H.M.C, Sr. H.0.’s> .. 
Cardiff United Fospe. 0. 38 
Croydon Group H.M.C. 38 
Harefield & Northwood H.M.C, 

Reg. .. 3 

Leeds R.H.B. Regs. ‘ 40 
Liverpoo) United Hosps. Sr. H.0... 40 
Luton & Dunstable. Reg. 
Nottingham H.O. or 

‘Mount Gold Orthopedic. 

Sr. H. 41 
Salisbury Gen. 43 
Scotland. R.A. B. Sr. 

.M.O. 35 
Sheffield C ity Gen. Reg. 42 
Sidcup. Queen Mary’s. Sr. H.0. 43 
Stoke-on-Trent. North Staffs Royal 

Infy. Sr. H.O. | 
Warwick. H.O. 43 
PADIATRICS 
Hosp. of St. John and St. Elizabeth, 

N.W.8. Hon, Cons. 34 
Aylesbury. Royal Bucks & Assoc. 

Hosps. H.€ 36 
Birmingham, ‘Dudley Rd. H.O. 
Birmingham Un United Hosps. Sr. H. 0. 

Bolton & Dist. H.M.C. H.O. 
Cambridge, Addenbrooke’s. Reg... 38 
Derby. Derbyshire = Sick 

Child. Reg.. 38 
R.H.B. Reg. 40 
Manchester. Wythenshawe. ‘Sr. H. 0. 41 
Newcastle R.H.B. 41 
City. H.O... 41 

. Albans City. H. 0. a 48 
PATHOLOGY 
London Chest (Country Branch). ainag 35 
Royal Free, W.C.1. Sr. H.M.O. - 
Barnsley. Beckett. Reg. 36 
Royal Devon & Exeter. Sr. 

39 
Reading Area Hosps. Sr. H. oO. ‘or Hy Oo. 42 
Sheffield United Hosps. Sr. H.O 42 
Shrewsbury. Salop Infy. 

Copthorne. Sr. H. 42 
Stoke-on-Trent H. ra Jr. H.M.O. 

or Sr. H.O. o«, 
Yorkshire. East Riding H.M.C. Sr. 

PLASTIC SURGERY 
Chepstow. Mon. Sr. H.O. 38 
PSYCHIATRY 
North East Met. R.H.B. P.-t. Cons. 34 
North West Met. R.H. “as P.-t. Cons. 34 
Bexley, Kent. Sr. H.¢ 
Birmingham. Monyhall Hall. Sr. 

Blackburn. Brockhall Hosp. for 

Mental Defectives. Locum Jr. ae 
Devizes. Roundway. “Tr. 
Glasgow. Stobhill Gen. H. 0: 
Leeds R.H.B. Reg. 
Liverpool R.H.B. ‘Cons. 34 
Manchester R.H.B, Sr. Regs. 40 


Page 
Montrose, Angus. Royal ones 
Jr. 2. | 
Newcastie R.H.B. Sr. “Reg.. 41 
South-Eastern R. i. B. Sr. 
Sheffield R.H.B. Sr. H.M.O. 85 
South West Met. R.H.B. Sr. H.M. oO. Ss 34 
St. Albans. ev Mental. Sr. 43 
Reg H.M.C. Sr. 
H.O. 43 
New York. Albany. Residencies 43 
RADIOLOGY 
Central Middlesex, N.W.10. Reg. .. 35 
North West Met. R. H. B. P.-t. Cons. 34 
St. Thomas’s, 8S.E.1. Sr. I 
Birmingham R.H. Reg. 
Manchester R.H.B. Cons. os 
Manchester R.H.B. Sr. Regs. 40 
Sheffield R.H.B. P.-t. Cons. — 35 
Southend-on-Sea H, Locum 
Cons. .. ‘ 35 
RADIOTHERAPY 
Royal Free, W.C.1. P.-t. Sr. H.M.O.. 34 
Cambridge. Addenbrooke’s. Sr. H.O. 38 
Scotland. South-Eastern R.H.B. Sr. 
Reg. .. a 43 
South West Met. R.H.B. Sr. H.M.O. 35 
RHEUMATOLOGY 
Bath. Royal Nat. pew. 
matic Diseases, Sr 36 
SURGERY 
London Jewish, H. 
North Eas* Met. 8 35 
Prince of Wales’s Gen., N.15. Sr. H.O. 36 
Barnsley. Beckett. Reg. 
Bedford Gen. Reg gS. 37 
Birmingham R.H. Reg. 37 
Blackburn. Queen’s Park. H.O. 37 
Bolton & Dist. H.M.C. Sr. H.O. 37 
Bournemouth. Royal —_- H. 0. 38 
Bradfcerd Royal In y: H.O 38 
Bradford. St. Luke’s. H.O. .. 
Rossendale H.M.C. Pre- “Teg. 
Cambridge. Addenbrooke’s. Reg... 38 
Coventry. Group 20 H.M.C. Pre-reg. 
Douglas. Noble’s I.0.M. Sr. H.O... 39 
Dover. Royal Victoria, H.O. 
Epping. St. Margaret’s. Sr. H.O. 39 
Great Yarmouth & Gorleston Gen. - 
Sr. 
Guildford. Royal Surrey County, 
Guildford. St. Luke’s . Reg. 39 
Haddington, Rest Lothian, Rood- 
lands Gen. H. 
Hitchin. Lister. 39 
Leeds R.H.B. Regs. .. Ss 40 
Leigh (Lancs) Inf 39 
Manchester R.H. Regs. 40 
Newcastle Gen. sr. H.O. 
Redhill. East Surrey. .. 43 
Redhill Group H. 0's 42 
Romfo tush Green. 42 
Romford. Victoria. H.O. .. 
Stoke-on-Trent City Gen. H.O. 42 
Stoke-on- ao North Staffs Royal 
Infy. H.O. 42 
Tynemouth Victoria Jubilee Infy. fi 
Yorkshire. East Riding H.M.C. H.O. 43 
Channel Islands. Jersey. Gen, R.S.0. 43 
UROLOGY 
St. Peter’s, St. Paul’s & St. rome 
Hosps., W.C.2. Sr. Reg. .. 36 
GENERAL 
Canada, University Hosp., Saskatoon. : 
Internships & Residencies . . 44 
New York. Albany. 
Residencies .. 43 
New York. New Rochelle. ‘Intern: 
ships .. | 
PUBLIC APPOINTMENTS 44 
NON-MEDICAL 44 
TOO LATE FOR CLASSIFICATION 46 
MISCELLANEOUS 44 


The Terms and Conditions of Service 
Hospital Medical and Denal 


of 


Staff apply to 
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Academic and Educational 


THE ROYAL INSTITUTE OF PUBLIC HEALTH AND 
HYGIENE 


THE CERTIFICATE, AND THE DIPLOMA, IN 
THE 


DIPLOMA IN INDUSTRIAL 
next bi-annual Course of - for th the Certificate 
in Public Health {CB-H.) will commence on IST OCTOBER, 
1954. This leads Courses both for the Diploma in Public 
and for the Diploma Industrial Health. All Courses 
be taken either whole-time or part-time. 
enrolment forms and full details may_ be 
obtained m_ the eit 28, Portland-place, London, W.1 
(Telephone LANgham 2731/2). 
INSTITUTE OF ORTHOPADICS 
Royal National Orthopeedic Hospital 
234, Great Portland-street, W.1 
(UNIVERSITY OF LONDON) 


COURSE ON POLIOMYELITIS 
11TH-L5TH OCTOBER 
MONDAY, 11TH OCTOBER, TOWN SECTION 
The Virus and the Environment ..Dr. F. O. MacCaLttum 
Open discussion on above .-Dr. F. O. MACCALLUM 
The Pathological Anatomy of ‘Polio-.. Dr. H. A. SISSONS and 
myelitis and its bearing on clinical Mr. W. J. W. SHaRRARD 
features, including prognosis and 


recovery 
TUESDAY, 12TH OCTOBER, COUNTRY SECTION 
Treatment in convalescent phase :..Mr. D. M. Brooks and 


— charts : electrical examina- Miss L. M. PRIOR 
Respiratory and bulbar paralysis. “De. A. B. KINNIER- 
Ison and Dr. F. H. 


WEDNESDAY, 13TH OCTOBER, COUNTRY SECTION 
nstructive surgery . -Mr. J. A. CHOLMELEY 


Afternoon—GARSTON MANOR REHABILITATION CENTRE, NEAR 
WATFORD, HERTS. 


Rehabilitation .. ..Group Captain C. J. Ss. 
O'MALLEY 

THURSDAY, 14TH OCTOBER, TOWN SECTION 

Vascular phenomena... ..Mr. G. L. W. Bonney 

bee gical probl of diag-..Dr. P. H. SanpIFER 


for informal discussion on any. of poliomyelitis 
FRIDAY, 15TH OCTOBER, COUNTRY 8) 
Resettlement ‘ D. M. Brooks 
Appliances : prescription H. J. SEDDON 
Appliances : construction W. Tuck 

The fee for this course (including lunch and tea) is 7 guineas. 

Early application should be made to The Dean, at 231, Great 
Portiand-street, London, W.1. 


INSTITUTE OF NEUROLOGY 
(Queen-square ) 
UNIVERSITY OF LONDON 
(BRITISH POSTGRADUATE MEDICAL FEDERATION) 


A COURSE OF LECTURES On NEURO-OPHTHALMOLOGY will be 
given in the Lecture Theatre at the National Hospital, Queen- 
square, London, W.C.1, at 5.30 P.M. on the following dates :— 
Monday ..The anatomy of the..Prof. J. Kirk 
4th Oct. visual pathway 
Monday’ ..Disorders of ocular. .Dr. M. J. McARDLE 
lith Oct. movement of infra- 

nuclear origin 
Monday’ ..Disorders of ocular..Dr. J. PURDON Martin 


18th Oct. movement of nuclear 

and supra-nuclear 

origin 
Monday... .Optic atrophy .. ..Dr. P. Meapows 
25th Oct. 


Monday ..Pupillary abnorma-., Dr, E. A. BLAKE PRITCHARD 
Ist Nov. lities 
Monday ..Papilledema .and..Dr. HELEN DIMSDALE 
8th Nov. papillitis 
Monday _.. Disturbances of vision. .Dr. R. A. HENSON 
15th Nov. (1) Due to lesions of 
optic nerve and’ 


optic tracts d 
Monday _ .. Disturbances of vision. .Sir CHARLES SYMONDS 
22nd Nov. (2) Due to lesions of 

the optic radiation 

and calcarine cortex 
Monday __ .... Disturbances of vision. . Dr. MACDONALD CRITCHLEY 
29th Nov. (3) At the highest level 
Monday... ..Dr. S. NEVIN 
6th Dec. 
Monday’. . Neuro-ophthalmology..Dr. PAUL SANDIFER 
13th Dec. in ch hildren 


The fee for attending ‘the cree will be 2 guineas. The fee 
for attending individual lectures 5s. 

Tickets may be obtained on application to the Dean, Institute 
of Neurology (Queen-square ), he National Hospital, Queen- 
square. London, W.C.1. 


INSTITUTE OF NEUROLOGY 
(Queen-square) 


2 COURSES OF CLINICAL DEMONSTRATIONS, open to Post- 


graduates will be held at The National Hospital, Queen-square, 
On WEDNESDAYS at 4 P.M. from 6TH OCTOBER to 8TH DECEMBER, 
1954, ange gf and on SATURDAYS at 10.30 a.m. from 9TH 
OCTOB: to 11TH DECEMBER, 1954, inclusive. 

The fee for attending either course is 1 guinea. 

Application for a ticket should be made to the Dean, Institute 
of Neurol Queen-square), The National Hospital, Queen- 
square, W.C.1, and a remittance to cover the fee enclosed. 
Only postal applications will be considered. 


TUBERCULOSIS EDUCATIONAL INSTITUTE 


2-day CLINICAL COURSES for Doctors will be held at :— 

King George V Hospital for Diseases of the Chest, Godalming, 
Surrey : 29TH, 30TH SEPTEMBER and IsT OCTOBER, 1954 (6 places. ) 

Col 1dale ‘Hospital, The Hyde, nae London, N.W.9 
12TH, 137TH, and 14TH OCTOBER, 1954. (6 places.) 

Cheshire ’ Joint Sanatorium, Market Drayton, Shropshire : 
277TH, 28TH, and 29TH OCTOBER, 1954. (4 places.) 

Suily Hospital, Glamorgan : "orm, 28TH, and 29TH OCTOBER, 
1954. (10 places.) 

‘ee £3 3s. per Course (exclud accommodation). 

Further information ma obtained from the Secreta 
Tuberculosis Educational enaennas Tavistock House North, 
Tavistock -square. London, W.C.1. 

TANCRED’S STUDENTSHIPS 
DIVINITY : MEDICINE : LAW 
£100 p.a. each. For men only 


The Governors pro to Elect 1 Student in Divinity at 
Christ’s College, cam ridge, on the result of the Scholarship 
Examinations to be conducted in DECEMBER, 1954, by the 
Queens’, Christ’s, St. John’s, Emmanuel and Sidney Sussex 
Group of Colleges in the University of Cambridge. Candidates 
must have been born in England, Scotland or Wales, and be 
members of the Church of England and unmarried ; they must. 
also be within the ages of 17 and 22 years. Candidates should 
in addition to making the necessary arrangements with the 
Managers of the above Scholarship examinations send in a 
Petition to the Clerk to the Tancred a by Ist Novem- 
ber, 1954. Further announcements relating to the Physic and 
Law Studentships awarded by this Foundation will appear in 
February and April, 1955. 

Re for further particulars and Form of Petition stating 

Studentship and mention this |p paper to the Clerk, 


Tae MELVILLE TRUST SCHEME FOR THE CARE 
' AND CURE OF CANCER 


The Trustees the above Scheme invite applications for 
FELLOWSHIPS TIN CANCER RESEARCH commencing in 


_ APRIL, 1955. The initial stipend will be according to experience, 


but will be not less than £800 p.a. ; and funds are availabie for 
the provision of equipment and for technical assistance. A 
Fellowship is normally awarded for a period of 2 oes, but there- 
after may be renewed, at the Gacretic on of the 

The research is normally to arried out in i Pan the recog- 
nised clinical or scientific depertapeute in Edinburgh, and | if 
possible applicants should have made prior contact wi.h the 

Iead of the appropriate department. If this is not oa the 
Trustees will endeavour to make suitable arr »ments. 

The research may deal with any aspect of malignant disease, 
and candidates need not necessarily hold a medical qualification. 

Applications together with the names o referees, should be 
submitted by 31st October, 1954, to the Honorary Secretary, 
Scientific Advisory Committee, The Melville Trust, 26, Moray- 
place, Edinbweh, 3, from whom further partic ulars may be 
obtained. The application should be accompanied by an oulline 
of the proposed research, and by an account of any previous 


| Scientific or research experience. 


The expenses incurred by any Research Fellow eprointed from 
overseas in travelling to the United Kingdom will be defrayed 
by the Trust, which will also reimburse all candidates who 
are required to attend for interview. __ 
UNIVERSITY OF DURHAM, MEDICAL SCHOOL, 
KING’S COLLEGE, NE AND THE UNITED 
NEWCASTLE UPON TYNE HOS Applications are invited 
for the appointment of LECTU RER in the Department of 
Medicine. The appointment will carry with it honorary appoint- 
ments in the Teaching Hospital Group as Assistant Physician 
to the Priacess Mary Maternity Hospita) and Associate Physician 
to the Royal Victoria Infirmary, and will be made on the higher 
grade within a salary range between £1400 and £1700 p.a. 
Further particulars may be obtained from the undersigned 
to whom applications, together with the names of 3 persons 
whom reference mer be made, should be sent not later than 9th 
October, 1954. . R. Hanson, Registrar of King’s College. 
UNIVERSITY oF “ST. ANDREWS. The University Court 
of the University of St. Andrews invites applications for sppoint.- 
ment as LECTURER IN PUBLIC HEALTH AND SOCIAL 
MEDICINE in Queen’s College, Dundee. Applicants should 
have experience of public health work. The salary payable is 
on the scale £1100 p.a., rising by annual increments of £100 to a 
maximum of £1400 p.a., with placing on this scale in accordance 
with qualifications and experience, together with F.S.8.U. and 
family allowances. The Lecturer appointed will also receive an 
appointment as Honorary Consulting Medical Officer to the 
Almoner Service in the Teaching Hospitals under the Eastern 
Regional Hospital Board. The Lecturer i th st may possibl 
be given certain duties in connection with the Student Healt 
Service. A grant towards expenses of removal may be m % 
Further particulars may be obtained from the undersigned 
with whom 6 copies of the application, together with the names 
of 3 referees, must be lodged not later than 30th September, 1954. 
Davip J. B. Secretary. 
College Gate, St. Andrews, 6th September, 1954. 
UTS OF OPHTHALMOLOGY. (University “of 
LONDON. Applications are invited for the post of Full-time 
ASSISTANT PATHOLOGIST. This post will be in the grade 
of Senior Lecturer, salary scale commencing at £1250, rising by 
annual increments of £100 to £1750 p.a. The post requires 
membership of the appropriate superannuation scheme. Family 
allowances are admissible. 
Applications, together with copies of 3 recent Leatimnamasts. 
should reach the undersigned not _— than 11th October, 19 
Cc. F. Secre 
Institute of Ophthalmology, Judd-street, W.C 
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QuUY’S HOSPITAL. Applications are invited for the 
appointment of Whole-time RESEARCH FELLOW in the 
Cardiac Department of above Hospital to work petmerily on the 

roblems of heart disease with special reference surgical 

tment. The work would include the clinical amen and 
revious clinical experience and | a higher qualification would 

an advantage Salary within the range £700—£1000 p.a., 
according to qualifications and experience. The appointment 
would be for 1 year in the first instance with duties starting on 
9th December, 1954. 

Applications, with the names of 3 referees, should be sent to 
the Dean, Guy’s Hospital Medical School, London Bridge, 8.E.1, 
not later than 15th October, 1954. 

Q@uUY’S HOSPITAL. Applications are invited for the 
appointment of Whole-time RESEARCH FELLOW in the 
Cardiac Department of above Hospital to carry out physiological 
and clinical investigations into congenital heart disease. The 
work would include the clinical aspects, and previous clinical 
experience would be an advantage. Salary within the range 
£700-£1000 p.a., according to qualifications and experience. The 
appointment would be for 1 year in the first instance with duties 
starting on 9th November, 1954, or as soon as possible thereafter. 

Applications, with the names of 3 referees, should be sent to 

he Dean, Guy’s Hospital Medical School, Ye Bridge, 
London, 8.E.1, not later than 15th October, 195 
QGUY’S HOSPITAL MEDICAL SCHOOL. Applications 
are invited for the appointment of JUNIOR LECTURER IN 
PHARMACOLOGY. Du to commence as soon as possible. 
Salary on the scale £600-£750 with superannuation and family 
allowances. 

Forms of application are obtainable from, and should be 
lodged with, the Dean, Guy’s Hospital Medical School, S.E.1, 
not later than the 24th September, 1954.00 
ST. THOMAS’S HOSPITAL MEDICAL SCHOOL. a 
LECTURER IN APPLIED PHARMACOLOGY AND THERA- 
PEUTICS is required by the Department of Therapeutics. 
Salary £700-£1100 p.a. (with family allowance) according to 
experience. 

Applications, giving full particulars and the names of 2 
referees, should be sent, before 11th October, to the Dean, 
St. Thomas’s Hospital Modical Se hool, London, 8. 4 
THE HOSPITALS FOR DISEASES OF THE “CHEST. 
BROMPTON HOSPITAL, S.W.3. Applications are invited for a 

ost of JUNIOR RESEARCH ASSISTANT IN BACTERIO- 

OGY, Gloyne Inman Laboratories, Brompton Hospital, for 
work in connection with serology and skin testing, tenable for 
a period of 1 year. Salary range £700—£800 p.a. 

Applications, giving the names of 3 referees, to be sent to 
KENNETH A. F. MILES, House Governor, by 25th September. 
THE LONDON HOSPITAL MEDICAL COLLEGE. 
Applications are invited for the post of DEMONSTRATOR IN 
ANATOMY which is now vacant. Initial salary according to 
qualifications and experience, on a scale £600-£750 p.a., together 
of the F.S.S.U. and family allowances of £50 
p.a. for each 

Candidates, who must be medically qualified, should forward 
applications (3 copies), together with the names of 2 referees, 
to the Secretary, The London Hospital Medical College, Turner- 
street, E.1, not later than 14 days after the appearance of this 
advertisement. 


Hospital Services : Senior Appointments 


NORTH WEST METROPOLITAN REGIONAL HOS- 
BOARD. 

(1) CONSULTANT PSYCHIATRIST (part-time), Tavistock 
Clinic, 2/4, Beaumont-street, W.1, for 4 half-days a week. 
Ap slicants must have had a thorough training in both diagnostic 
and therapeutic aspects of child psychiatry. Preference will be 
given to candidates with psycho-analytic training and experience 
of tenching. Clinic may be visited by appointment with Medical 

rector 

Applications by 25th October, 1954. 

(2) CONSULTANT RADIOLOGIST (part-time), Royal 
Northern Hospital, Renew, N.7 (279 Beds), Wood Green and 
Southgate Hos nite N.11 (52 Beds), and Highlands Hospital, 
Winchmore Hill, N.21 (818 Beds), for 2 half-days a week at 


oh. 

Applications by 19th October, 1954. 

Northern Hospital, Holloway, N.7 (279 Beds). ary £1500 
(at age 32)-£1950. Successful to “live in or 
near Hospital. 

Applications by 2Ist October, 1954. 

Bouts may be visited by direct appointment. 

Application forms obtainable from, and returnable to, Secre- 
tary, North weet Metropolitan Regional Hospital Board, lla, 
ROYAL FREE HOSPITAL. Applications are invited 
from suitably qualified registered medica) practitioners for the 
appointment of SENIOR HOSPITAL MEDICAL OFFICER 
in Pathology, V.D. Department. The present Senior Registrar 
is an applicant for the post. The appointment is full-time, 
duties to commence on Ist January, 1955 

Formal application, together with the names of 3 referees, 
should be made to the Secretary to the Board of Governors, 
the Royal Free Hospital, —_* inn-road, London, W.C.1, 
not later than 22nd October, 1954 


ROYAL FREE HOSPITAL. Applications | are invited from 
suitably qualified registered medical practitioners for the 
appointment of CLINICAL ASSISTANT (Senior Hospital 

edical Officer grade), Radiotherapy Department. The appoint- 
ment is for 2 dermatological sessions per week. Duties to 
commence On Ist January, 1955. 

Formal application, together with the names of 3 referees, 
should be made to the Secretary to the Board of Governors, 
the Royal Free Hospital, ey Inn-road, London, W.C.1, 
not later than 22nd October, 1954. 
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HOSPITAL OF ST. JOHN sT. | 
60, Grove End-road, London, N.W.8. plications are 

for the post of HONORARY CONST LTING PHY 
to the new Children’s Department. Candidates must be a 
Member or Fellow of one of the Royal Colleges of Physicians. 

Applications (30 copies), should be sent to the undersigned 
on or before Monday, 18th October, 1954. Testimonials are not 
required but the names of 3 persons willing to act as referees 
should be furnished. Sister MARY CLARE, Secretary. 
NORTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. 

(1) Part-time CONSULTANT PSYCHIATRIST, East Ham 

Child Guidance Clinic, E.6 (2 sessions a week). 
(2) Part-time CON LTANT PSYCHIATRIST, Tilbury and 
Riverside Hospital. Essex (1 session a week). 

Applications (6 copies), stating post concerned, and names 
of 3 referees, should reach the Secretary, ata, Portland- place, 
London, W.1, by Saturday, 2nd October, 19 
EAST ANGLIAN REGIONAL HOSPITAL BOARD. 
DEPUTY DIRECTOR (whole-time) Regional Blood Transfusion 
Service. Major part (approximately 2/3rds) of duties in the 
Regional Centre Laboratory at Brooklands-avenue, Cambridge, 
remainder on detachment duty at blood-collecting sessions in 
the region. Salary scale £1500—£1950. 

Applications (8 copies), stating age, ex 
3 referees, to Secretary of Board, 117, 
bridge, by 27th September, 1954. 
LEEDS REGIONAL HOSPITAL BOARD. Locum Tenens 
CONSULTANT in Anesthetics required for the Thoracic Unit, 
paste = Hospital, near Hull, for a period of approximately 

mon 8. 

Applications, stating age, qualifications and details of previous 
appointments. together with the names and addresses of 3 
referees, should be forwarded to the Secretary to the Board, 
Park-parade, Harrogate. 

LIVERPOOL REGIONAL BOARD. Alder 
HEY CHILDREN’S HOSPITAL. plications are invited for the 
whole-time post of CONSU LEAN CHILD PSYCHIATRIST. 
Duties will be mainly at the above Hospital but will include 
visits to Child Psychiatric Clinics outside the Hospital. Appli- 
cants should possess the D.P.M. and have had at least 7 years 
aporoved | psychiatric experience including practical knowledge 
outpatient work. Possession of a higher qualification in 
general medicine will be considered an advantage. After 3 
years service the Board will be prepared to consider an application 
to amend this appointment to maximum part-time sessions. 

Forms of application from, and to be returned to, Dr. T. 
Lloyd Hughes, Senior Administrative Medical Officer, Liverpool 
Regional Hospital Board, 19, ee Liverpool, 2, to be 
received not later than 9th October, 1954 

VINCENT COLLINGE, Secretary to the Board. 
MANCHESTER REGIONAL HOSPITAL BOARD. 
nit Part- (8 half-days weekly) CONSULTANT OBSTET- 
IAN/GY COLOGIST to the North Manchester Hospitals 
= ‘rumpsall (1200 Beds), Manchester Northern 
Hospital (116 Beds), and Monsall Hospitel. Wide and 
higher qualifications essential. 4th October, 1954 

(b) Whole-time CONSULTANT: RADIOL OGIST in charge 
of the Diagnostic Radiology Services in the Blackburn and 
District Hospital Centre (Blackburn Royal Infirmary, Queen’s 
Park Hospital, Blackburn, Victoria Hospital, Accrington, &c.). 
Higher qualifications essential, appointee to live in area. 7th 
October, 1954. 

Application forms from the Senior Administrative oo 
Officer to the Board at Cheetwood road, Manchester, 8, to be 
returned by dates stated. 


SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires Whole-time ASSISTANT PSYCHIATRIST 
(Senior Hospital Medical Officer grade) to work under direction 
of Medical Superintendent, Knowle Group, at The Old Manor 
Hospital, Salisbury, Wilts. Candidates should have D.P.M. and 
be prepared to participate in work of spec clinics. House 
available at rental of approximately £90 p 

Applications (5 copies), giving date of birth, qualifications, 
experience, and names of 3 referees, to Secretary (S.1), South 
West Metropolitan Regional Hospital Board, 11a, Portland- 
place, W.1, by 9th October, 1954. Applicants may visit Hospital 
by local arrangement. md 
SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires Whole-time ASSISTANT PSYCHIATRIST 
(Senior Hospital Medical Officer grade) to work under Consul- 
tants at Park Prewett Hospital, Basingstoke, Hants (1675 Beds 
including Mental Hospital Annexes). Candidates must have 
D.P.M. and wide experience in the diagnosis and treatment of 
mental disorders. Duties include work with both inpatients and 
at outpatient clinics under direction of Physician-Superintendent. 
Residential accommodation available, if required, for a single 
man ; a married man would be required to reside within easy 
access of Hospital. 

‘Applications (5 copies), giving date of birth, qualifications, 
experience, and names of 3 referees, to Secretary (8.1), South 
West Regional Hospital Board, 114, Portland- 
place, W.1, 9th Sonanet, 1954. Applicants may visit Hospital 
local 


SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires Part-time CONSULTANT OBSTETRI- 
CIAN AND GYNACOLOGIST for the Guildford and Farnham 
(Surrey) Group. Successful candidate will be appointed to 
Guildford Group at first for 6 half-days per week ; his contract 
to be extended in August, 1955, to 8 half-days per week, to be 
then divided about evenly between Guildford and Farnham 
Groups. Residence within easy reach of both Groups essential. 

Applications (5 copies), giving date of birth, qualifications, 
experience, and names of 3 referees, to Secretary (8.1), South 
West Metropolitan Regional Hospital Board, 114, Portland- 
lace, W.1, by 16th October, 1954. Applicants may visit 
ospitals by local arrangement. 
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METROPOLITAN REGIONAL HOS- 
ITAL BOARD requires Whole-time ASSISTANT RADIO- 
THER APIST (Senior Hospital Medical Officer grade) at St. 
Luke’s Hospital, Guildford, Surrey, to work under direction of 
the Consultant. 
Applications (5 copies), giving date of birth, qualifications, 
éxperience, and names of 3 referees, to Secretary (8.1), South 
West Metropolitan Regional Hospital Board, Tia. Portland- 
place. W.1, by 16th October, 1954. Applicants may visit Hospital 
y local arra 
SOUTHEND-ON-SEA HOSPITAL MANAGEMENT 
COMMITTEE. Locum CONSULTANT RADIOLOGIST required 
for part-time or full-time duties in the Group, commencing Ist 
ctober, 1954, for a period, in the first instance, of 2 months. 
Apply immediately to J: C. Fre.p, Secretary. 
__ General Hospital, Rochford, Essex. 


SCOTLAND. SOUTH-EASTERN “REGIONAL 

PITAL BOARD. Applic ations are invited for a whole-time appoint- 

ment of ANASSTHETIST (Senior Hospital Medical Officer 

one) for duty in the hospitals in the pare half of the County 

of Fife, based on Kirkcaldy General Hospital. The appointment 

A. subject to the terms and conditions of the National Health 
rvice. 

Applications, giving particulars of age, qualifications, and 
previous experience, together with the names of 3 referees, 
should be submitied to the Secretary, South-Eastern Regional 
Hospital Board, 11, Drumsheugh-gardens, Edinburgh, 3, by 
16th October, 195 54. 


SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. eae are ay ited for a whole-time appoint- 
ment of ASSISTANT PSYCHIATRIST (Senior Hospital 
Medical Officer fy to Stratheden Hospital, Fife. This 
Hoogmeal of approximately 900 Beds serves the County of Fife 
and, in addition, there is an associated mental deficiency hospital 
of approximately 90 Beds. The staff of this Hospital attend out- 
atient clinics in the main centres in Fife, certain of these clinics 
ing devoted to child guidance. The appointment is subject to 
the terms and conditions of the National Health Service. 
Applications, giving particulars of age, qualifications, and 
previous experience, together with the names of 3 referees, 
should be submitted to the Secretary, South Eastern Regional 
Hospital Board, Scotland, 11, Drumsheugh-gardens, Edinburgh, 
3. by 9th October. 


Seer LAND. 


WESTERN REGIONAL HOSPITAL 
Applications are invited for the appointment of 
GROUP ME DICAL SUPERINTENDENT, Southern Lanark- 
shire Hospitals. Salary on the scale £1550-£75(2 )}-£100-£1800. 
This appointment is subject to the National Health Service 
(Scotland) superannuation regulations. 

Applications (12 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 64, 
West Regent-street, Glasgow, not later than 30 days after the 
publication of this advertisement. 


SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the appointment of Whole- 
time ORTHOPAEDIC SURGEON at. Falkirk Roya) Infirmary, 
Stirling Royal Infirmary, and with duties within the area as 
may be required. Salary at age 32 and over on the scale £1500— 
£50-£1950. This appointment is subject to the National Health 
Service (Scotland) superannuation regulations. 

Applications (16 copies), stating date of birth, qualifications, 

experience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 64, 
West Regent-street, Glasgow, not later than 30 days after the 
publication of this advertisement. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time SENIOR ASSISTANT PSYCHIATRIST for the Mapperley 
Hospital, Nottingham. A house to be built will be available in 
due course. Salary scale £1500-£50-£1950. 

Application forms and further details from Senior Administra- 
tive Medical Officer, Sheffield Regional Hospital Board, Old 
eee -road, Sheffield. Forms to be returned by 9th October, 


SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time ASSISTANT CHEST PHYSICIAN for the Lincoln area, 
Duties, under direction of the Consultant Chest Physician, 
include attendance at clinics in Lincoln and Grantham, the care 
of patients in Lincoln Isolation and Chest Hospital and Bran- 
ston Hall Hospital. The successful candidate will be Deputy 
Physician-Superintendent of the latter hospital. Candidates 
should have good general medical] experience and special experi- 
ence in the treatment of chest diseases and tuberculosis. Salary 
scale £1500—£50-£1950. 

Application form and further details from Senior Administra- 
tive Medical Officer, Sheffield Regional Hospital Board, Fulwood 
House, Old Fulwood- "ae Sheffield, 10. Forms to be returned 
by 16th October, 1954 


SHEFFIELD REGIONAL HOSPITAL BOARD. Maximum 
Part-time CONSULTANT RADIOLOGIST for the Leicester 
Hospital Management Committee Groups. 

Further details and application form from Senior Administra- 
tive Medical Officer, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, 10. Forms to be returned by 16th 
October, 1954. 

MELBOURNE, AUSTRALIA. ST. VINCENT’S HOS- 
PITAL. Applications are invited for the position of DIRECTOR 
OF ANAXSTHESIA. St. Vincent’s Hospital is an Undergraduate 
and Postgraduate Teaching Hospital of the University of 
Melbourne. A salary £43000 will be paid with a limited right 
of private practice. The appointment is permanent subject 
toa completion of an interval of 2 years wrebetionssy period. 
tails of appointment may be obtained from the under- 

signed or the Dean of the Faculty of oo Luudon, 

Appiegiiens close on 8th October, 1954 

Grace, Secretary and Chief Executive Officer. 


WESTERN AUSTRALIA. ROYAL PERTH HOSPITAL. 
Appieations ox are invited for the post of ASSISTANT MEDICAL 
RIN aoe gazootn e expected to take up duties 
4th or 5th Janua Salary £A1013-£A1113-£A1263 
(living in) ; A1418 “aiving out) ; commencing 
rate depending on qu ualifications and experience. 
Applications should reach undersigned by 31st October, 1954. 
JOSEPH Manager. 
AUSTRALIA. ROCKHAMPTON HOSPITAL, Queens- 
LAND, AUSTRALIA. Part-time MEDICAL OFFIC ERS. Applica- 
tions in writing are invited for appointment for 3 years to the 
ne part-time specialist appointments at the Rockhampton 
ospita 
Physician: 1 session of 3 hours per week, divided into an 
outpatient session of 2 hours, and an inpatient session of 1 hour. 
Salary £270 p.a. 
2.N.T: 1 outpatient session of 3 hours per week and 1 in- 
patient session of 3 hours per week. Salary £540 p.a. 
Rockhampton has a population of 40,000 and is the centre 
of a district of 90,000 in population. 
Further particulars will be forwarded upon request. Applica- 
tions should be addressed to the Secretary, Rockhampton 


Hospitals Board, Rockhampton, Queensland. Applications 
close on 17th November, 1954. 


Hospital Services : Junior Appointments 
CENTRAL MIDDLESEX HOSPITAL, Park Royal, N.W.10. 
NORTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. 
REGISTRAR yequired in X-ra Depar artment. Whole-time, 
non-resident. include teach ~~ ‘ossession of Diploma in 

~* tee desirable. Hospital may be visited by direct appoint- 
men 

Application forms obtainable from, and returnable to, Group 
Secretary, Central Middlesex Group Hospital Management 
Committee, Acton-lane, N.W.10, by 29th September, 1954. 
EAST END MATERNITY HOSPITAL, 384/398, Com- 
mercial-road, London, E.1. (60 Beds. 

RESIDENT SENIOR OBSTETRIC “AL OFFICER (Senior 

House Officer), required for 1 year. 

RESIDENT OBSTETRICAL OFFICER (House Officer— 

third post), required for 6 months. 

Posts recognised for M.R.C.0.G. Vacant Ist November, 1954. 

Applications to be sent to the Group Secretary, Stepney 
Hospital Management Committee, Raine-street, W apping, E.1. 
HACKNEY HOSPITAL, London, E.9. (General—844 
Beds.) Applic ations from registered medical practitioners for 
the posts of HOUSE OFFICERS. (casualty) (1 with additional 
duties in the Skin Department and 1 with additional duties 
in the E.N.T. Department), should be sent as soon as possible 
to the Group Secretary at the above address. 

LONDON JEWISH HOSPITAL, Stepne Green, €E.1. 
(130 Beds.) HOUSE SURGEON (pre-registration or first, 
third) required for 6 months commencing 5th Novem: 

r, 

Applications, with copies of testimonials, to be sent to the 
Hospital Secretary. 

LONDON CHEST HOSPITAL (Country Branch). Ho 
PITALS FOR DISEASES OF THE CHEST. REGISTRAR in Clinical 
Pathology (Registrar grade). A vacancy occurs on Ist January, 
1955, at the Hospital’s Country Branch, Arlesey (near Lete 
wort bh). The appointment is a whole-time one and will be for 
1 year in the first instance, and the holder may be resident or 
non-resident. 

Applications, stating age, qualifications, with dates, and previ- 
ous experience, together with copies of 3 testimonials should 
reach the undersigned not later than 30th October, 1954. 

THOMAS BROWN, House Governor. 

London Chest Hospital, E 
METROPOLITAN EAR, NOSE AND THROAT HOS- 
PITAL at St. Mary Abbots Hospital, Marloes-road, Kensington, 
W.8. FULHAM AND KENSINGTON HOSPITAL MANAGEMENT COM- 
MITTEE. HOUSE SURGEON required immediately—E.N.T. 
experience desirable. Hospital recognised for D.L.O. Resident 
appointment for 6 months in first instance. 

Applications to be submitted by 24th September, 1954, on 
forms obtainable from the Hospital Secretary (L.31), St. Mary 


Abbots Hospital. 
EAST METROPOLITAN REGIONAL HOS- 


may SURGICAL REGISTRAR (resident), Poplar Hospital, 
East India Dock-road, E.14. Candidates should hold F.R.C.S. 

(2) REGISTRAR in Diseases of the Chest (resident), Broom- 
field Hospital, near Chelmsford. Will assist in theatre, and 
relief duties will involve care of pre- and post-operative tubercu- 
lous and non-tuberculous thoracic surgery cases. 

(3) E.N.T. REGISTRAR (resident or non-resident), General 
Hospital, Southend-on-Sea, Essex. Recognised for D.L.O. of 
Conjoint Board and under Fellowship regulations. 

(4) E.N.T. REGISTRAR (non-resident), Whipps Cross 
Hospital, E.11. Some duties at Park House Health Centre 
E.N.T. Clinic. 

(5) ANASSTHETIC REGISTRAR (non-resident), Oldchurch 
Hospital, Romford, Essex. Recognised for D.A. and F.F.A.R.C.S. 

(6) ANASSTHETIC REGISTRAR (resident), Chelmsford 

d Essex and St. John’s Hospitals. Recognised for D.A. 

(7) REGISTRAR in Obstetrics and Gynecology (resident or 
non-resident), Ilford and Barking Group of hospitals. If non- 
resident will be required to live within the Group area. 

(8) REGISTRAR in Obstetrics and Gyneecology (resident), 
Wanstead Hospital. Preference given to candidates who have 
obtained or are studying for the M.R.C.O.G. 

“7 REGISTRAR in Obstetrics and Gynecology (resident), 

it. Andrew’s Hospital, Bow, E.3. 

ye subject to review after 1 y 

Separate in duplicate, with 3 of 2 recent 
testimonials, to Secretary, 11a, Portland-place, W.1, by 2nd 
October, 1954, 
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ORTH MIDDLESEX HOSPITAL, Edmonton, N.18. 2 
OBSTETRIC AND GYNECOLOGICAL HOUSE SURGEONS 
(resident), required for Ist November :— 

(a) Registered medical practitioner. 

(b) Pre-registration candidate (second post). 

Both posts recognised by R.C.0.G. for Diploma, and as a com- 
bined post for Membership. Candidates must have held house 
appointments in either medicine or surgery. Large Obstetric 

Applications, stating age, nationality, qualifications, experi- 

ence, with copies of recent testimonials, to Secretary of Hospital, 
by 28th September. 
NORTH MIDDLESEX HOSPITAL, Edmonton, N.18. 
HOUSE PHYSICIAN (resident), required for 6 months com- 
mencing on Ist November. Approved pre-registration appoint- 
ment (first or second post). General medicine. 

Applications, stating age, nationality, qualifications, experi- 

ence, with copies of recent testimonials, to Secretary of Hospital, 
by 28th September. 
PADDINGTON GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the post of Whole-time 
REGISTRAR pape) at Hampstead Chest Clinic, 54, 
Eton-avenue, N.W.3, St. Marylebone Chest Clinic, Town Hall, 
N.W.1, and Paddington General Hospital, W.9. The work 
entails’ approximately half-time duties at the Hospital, mainly 
in connection with 50 tuberculosis beds. Candidates should have 
experience in the diagnosis and treatment of diseases of the chest, 
particularly tuberculosis. The clinics and Hospital may be 
visited by direct appointment. 

Application forms obtainable from, and returnable to, Secre- 
wh, to Committee, Paddington General Hospital, Harrow-road, 
b by 4th October, 1954. 

PRINCE OF WALES’S GENERAL HOSPITAL, N.15. 
(219 Beds.) Applications are invited from registered medical 
practitioners for the post of SENIOR HOUSE OFFICER 
RESIDENT HOUSE SURGEON to Orthopedic, Fracture and 
Traumatic Department, E.N.T. Department, and SENIOR 
CASUALTY OFFICER, for a period of 6 months, vacant 22nd 
November, 1954. 
- Application form from Secretary, Tottenham Group Hospital 
Management Committee, The Green, N.15, to be returned by 
15th October, 1954. 
PRINCE OF WALES’S GENERAL HOSPITAL, N.15. 
(219 Beds.) Applications are invited from registered medical 
ractitioners for the post of SENIOR HOUSE OFFICER 
RESIDENT SENIOR CASUALTY OFFICER, for a period of 
6 months, vacant 23rd December, 1954. 

Application form from Secretary, Tottenham Group Hospital 

Management Committee, The Green, N.15, to be returned by 
6th November, 1954. , 
PRINCE OF WALES’S GENERAL HOSPITAL, N.15. 
(219 Beds.) Applications are invited from registered medical 
practitioners for the post of RESIDENT GYN-®COLOGICAL 
HOUSE SURGEON (third post), for a period of 6 months, 
vacant 10th December, 1954. 

Application form from Secretary, Tottenham Group Hospital 

Management Committee, The Green, N.15, to be returned by 
6th November, 1954. 
PRINCE OF WALES’S GENERAL HOSPITAL, N.15. 
(219 Beds.) Applications are invited from registered medical 
practitioners for the post of RESIDENT SENIOR HOUSE 
PHYSICIAN (third post), for a period of 6 months, vacant 
28th December, 1954. 

Application form from Secretary, Tottenham Group Hospital 
Management Committee, The Green, N.15, to be returned by 
November, 1954. 
THROAT, NOSE AND EAR HOS- 
PITAL, Gray’s Inn-road, W.C.1, and Golden-square, W.1. 
RESIDENT HOUSE SURGEON (second or subsequent post). 
Applications are invited for a 6 months appointment with 
salary and conditions as laid down for House Officers in the 
terms and conditions of service in the National Health Service. 

Applications, stating age, qualifications, full details of previous 
experience (particularly in this specialty), with copies of 1-3 
recent testimonials, should be sent to the House Governor within 
the next few days. 

ROYAL NATIONAL THROAT, NOSE AND EAR HOS- 
PITAL, Gray’s Inn-road, W.C.1, and Golden-square, W.1. Appli- 
cations are invited for ° post of REGISTRAR or alternatively 
SENIOR HOUSE OFFICER; a higher surgical qualification 
is required for the «Saba grading and at least the primary 
F.R.C.S. for the latter. Considerable clinical experience in 
general surgery and in this specialty is required for either post. 
The appointment will be in accordance with the terms and 
conditions of service for the appropriate grade in the National 
Health Service. 

Applications, 
referees, 
October. 
ST. THOMAS'S HOSPITAL, London, S.E.1. Whole-time 
REGISTRAR jointly to the Departments of Neurology and 
Psychiatry for 1 year in the first instance. Some neurological 
experience essential. 

Applications, including names and addresses of 2 referees, to 
the Clerk of the Governors by 25th September, 1954. 


T. THOMAS’S HOSPITAL, London, S.E.1. Senior 
REGISTRAR to the Diagnostic X-ray Department for 1 year 
in the first instance. 

Applications, including names and addresses of 2 referees, to 
the Clerk of the Governors by 30th September, 1954. 
ST. THOMAS’S HOSPITAL, London, S.E.1. Senior 
REGISTRAR to the Ophthalmic Department for a period of 
1 year in the first instance to carry out 5 afternoon sessions per 


giving full information and the names of 2 
should be sent to the House Governor before Ist 


week. 
Applications, including names and addresses of 2 referees, 
to the Clerk of the Governors by 30th September, 1954. 
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ST. MARY ABBOTS HOSPITAL, Marloes-road, Ken- 
sington, W.8. FULHAM AND KENSINGTON HOSPITAL MANAGEMENT 
COMMITTEE. SENIOR HOUSE OFFICER (Casualty Officer), 
resident or non-resident, required 11th October. Post recog- 
nised for F.R.C.S. (Eng.). Candidates may visit the Hospital 
by arrangement with the Surgeon-Superintendent. 

to be submitted by 27th tary 1954, on 
forms obtainable from Hospital Secre I 
ST. PETER’S, ST. PAUL’S AND ST. PHILIP’S HOS- 
PITALS, W.C.2.. RESIDENT SURGICAL OFFICER (Senior 
Registrar grade), required for St. Paul’s Hospital on Ist Decem- 
ber, 1954. Applications invited from Male candidates on the 
British register who have completed their training in general 


surgery. Appointment for 6 months with opportunity for a 
further 6 months if recommended. Candidates should be 
prepared to spend 1 year at the Hospital if required. 


pe 
Applications (12 copies), with 12 copies of 3 recent testimonials, 
should reach the ouse Governor, St. Peter’s Hospital, 
Henrietta-street, Ww .C.2, by 16th October, 1954. 


ASHFORD begged Ashford, Middlesex. Sta 
GROUP HOSPITAL MANAGEMENT COMMITTEE. RESIDENT 
HOUSE SURGEON (Male) required at above Hospital, for 
Orthopedic and Traumatic U months appointment, 


vacant on 26th October, 1954. Preference given pre- 

registration candidates. 
Applications, stating age, qualifications and ee _ 
edic 


copies of up to 3 recent testimonials, to be sent to 
Director of "Hospital. 

ASHTON, HYDE AND GLOSSOP HOSPITAL MANAGE- 
MENT COMMITTEE. SENIOR HOUSE OFFICER (medicine) 
required at Ashton-under-Lyne General Hospital, vacant mid- 
October. 

Applications, stating age, nationality, qualifications and 
experience, —T with copies of 3 testimonials, should be 
— the Group Secretary, Astley-road, Stalybridge, 
Sheshire. 
AYLESBURY. ROYAL BUCKINGHAMSHIRE AND 
ASSOCIATED HOSPITALS MANAGEMENT COMMITTEE. 


Stoke Mandeville Hospital 
HOUSE PHYSICIAN for Pediatric Department. Post 
qualifies for D.C.H. Duties will include care of children in 


Infectious Diseases Unit, Plastic Unit, and Outpatient Depart- 
ment, Royal Buckinghamshire Hospital. Recognised pre- 
registration post. Applications from registered practitioners will 
be considered. ee — will be held on 23rd September. Post 
vacant from 7th Octobe 

Apply, with copies of 2 testimonials, to Administrative Officer. 

RESIDENT OUSE PHYSICIAN for Department of 
Medicine, vacant 19th October. Recognised pre-registration 
st, but applications from registered practitioners will be 


— with copies of 2 testimonials, to Administrative Officer. 

Hospital 

HOU xh SURGEON to the Department of Ophthalmology, 
which is centred on this Hospital and which conducts work at 
arg clinics, vacant 19th October. Post is recognised for 

and duties will include some children’s surgery. 

Applications, with 2 testimonials, to Secretary-Superintendent. 
as soon as possible. 
BARROW AND FURNESS HOSPITAL 
COMMITTEE. OBSTETRIC AND GYNAECOLOGY DEPARTME 
Applications are invited for a resident post of HOUSE OFFIC ER 
(ecopmseed for pre-registration purposes), or SENIOR HOUSE 

FFICER, according to experience, in the above department. 
pedbr ‘for D.Obst.R.C.0.G. Post available Ist November. 

Applications to the Group Secretary, 52, Paradise-street, 
Barrow-in-Furness. 
BARNSLEY. BECKETT HOSPITAL. (182 Beds Recog- 
nised for training for F.R.C.S.) SHEFFIELD REGIONAL HOSPITAL 
BOARD. Whole-time SURGICAL REGISTRAR required. 
Single accommodation available. Appointment for 1 year in 
first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 27th September, 1954, giving age, 
nationality, qualific ations, present and previous appointments 
with dates, naming 3 referees. _ 
BARNSLEY. BECKETT HOSPITAL. (182 Beds.) 
SHEFFIELD’ REGIONAL HOSPITAL BOARD. Whole-time REGIS- 
TRAR (pathology) required. Appointment for | year in first 
instance. 

Apply to Secretary, Sheffield Regional Hospital Board, 
Old Fulwood-road, Sheffield, by 27th September, 1954, giving 
age, nationality, qualifications, present and previous appoint- 
ments with dates, naming 3 referees. 
BATH HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited from registered medical practitioners 
for the post of HOUSE SURGEON (orthopedic) which is a 
= one between the adjacent Royal United and Bath aa 

essex Orthopedic Hospitals. Post offers experience in 
“cold” orthopedics, including children, surgery of arthritis 
and ‘traumatic surgery. 

Applications, stating age, qualifications and experience, with 1 
testimonial, should be forwarded to— 

Manor Hospital, Bath. J. LAWRENCE MEARS, Secretary.” 
BATH. ROYAL NATIONAL HOSPITAL FOR RHEU- 
MATIC DISEASES. Applications invited from registered medical 
page te for post of HOUSE PHYSICIAN (Senior House 
Officer grade) at the above Hospital, attached to which is the 
Rheumatism Research Unit of South-Western and Oxford 
oy ore Hospital is recognised for part 2 of Diploma in Physical 
Medicine. 

Applications, stating age, coenens and experience, with 
3 testimonials, should be forwarded to— 

J. LAWRENCE MEARS, Secretary, 
Bath Hospital Management Committec. 
Manor Hospital, Bath. 
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BATH. ROYAL UNITED HOSPITAL. Applications are 
invited from registered medical practitioners for the post of 
HOUSE PHYSICIAN (Senior House Officer grade) at the above 
Hospital. The post will be vacant approximately mid-December. 

Applications, stating age, qualifications and experience, 
should be forwarded to the ———* with the names of 3 
referees, by 30th September, 1954. 

Law RE NCE MEARS, Secretary, 
Bath Hospital Management Committee. 
Manor Hospital, Bath. 


‘BEDFORD GENERAL HOSPITAL. (437 Beds.) Resident 
HOUSE SURGEON (gynecology and obstetrics) required 
immediately. Non-pre-registration post. The appointment offers 
exceptional opportunity for general experience in a busy depart- 
ment. 

Applications, stating age, nationality, qualifications, previous 

appointments, together with copies of 2 testimonials, should be 
forwarded to Group Secretary, Bedford Group Hospital Manage- 
ment Committee, 3, Kimbolton-road, Bedford, by not later 
than 2nd October, 1954. 
BEDFORD GENERAL HOSPITAL. (437 Beds.) North 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. GENERAL 
SURGICAL REGISTRAR (resident) required at above Hos- 
pital. Hospital may be visited by direct appointment. Post 
vacant immediately. 

Application forms obtainable from and returnable to, Group 
Secretary, Bedford Group Hospital Management Committee, 3, 
Kimbolton-road, Bedford, by 2nd October, 1954. 


BEXLEY HOSPITAL, Dartford Heath, Bexley, Kent. 
BEXLEY HOSPITAL MANAGEMENT COMMITTEE. Applications are 
invited for the gg oor of SENIOR HOUSE OFFICER 
at above Hospital. Salary £745 p.a., with deductions at £150 

.a. for board, lodging, &c., if resident. The Hospital (2300 
Beds) deals with all types of psychiatric illness and experience 
in all modern physical, occupational and psychotherapeutic 
procedures is available. Opportunities will be available to 
assist at outpatient clinics. 

Applications, with names and addresses of 3 referees, should 
be sent to the Physician-Superintendent, Dr. L. C. Cook, M.D., 
D.P.M., Within 14 days of the appearance of this advertisement. 


BIRMINGHAM, 18. DUDLEY ROAD HOSPITAL. (790 
Beds.) HOUSE PHYSICIAN (resident) in Pediatric Depart- 
ment, vacant Ist November, 1954. The department, under 
direction of 2 Consultant Pediatricians, consists of 88 peediatric 
beds or cots. Post recognised fer D.C.H. facilities given for post- 
graduate instruction and attendance at clinics. Undergraduates 
of the University of Birmingham attend department for clinical 
instruction. 

Detailed applications, with copies of 3 recent testimonials, 
to Secretary. 
BIRMINGHAM, 18. DUDLEY ROAD HOSPITAL. (790 
Beds.) SENIOR HOU SE OFFICER (resident) required. Vacant 
Ist November, 1954. Unit of general medicine combined with 
duties with thoracic surgical cases. Will provide good experience 
in general medicine and in investigation and treatment of non- 
tuberculous thoracic disease. Post tenable for 6 months or 1 year. 

Detailed applications, with copies of recent testimonials, to 
Secretary. 
BIRMINGHAM. MONYHULL HALL HOSPITAL. (1142 
Beds.) BIRMINGHAM (MENTAL D) GROUP OF HOSPITALS. Whole- 
time SENIOR REGISTRAR in Psychiatry, with some duties at 
ancillary premises including residential special school for 350 
children. Hospital recognised for D.P.M. Single accommo- 
dation available. Considerakle experience specialty required. 
Successful candidate may subsequently be required to spend 
not more than 2 years in a selected hospital of the United 
Birmingham Hospitals in accordance with arrangements for the 
interchange of Registrars agreed between the 2 Boards. 

Application forms from Secretary, Birmingham Regional 
Hospital Board, 10, Augustus-road, Birmingham, 15, to be 
returned before 4th October, 1954. 


BIRMINGHAM REGIONAL HOSPITAL BOARD. 
1. Shrewsbury Group Hospital Management Com- 
mittee, Royal Salop Infirmary, Shrewsbury 

Whole-time REGISTRAR in Obstetrics and Gynecology. 
Duties at Royal Salop Infirmary and Copthorne Hospital. 
Hospital recognised for M.R.C.O.G. (Gynecology ). 

2. Wolverhampton Group’ Hospital Management 
Committee, The Royal Hospital, Wolverhampton 

(a) RESIDENT SURGICAL REGISTRAR for New Cross 
Hospital (636 Beds) with some duties at The Royal Hospital 
(310 Beds) preferably F.R.C.S. Vacant now. 

(b) REGISTRAR in Diagnostic Radiology for The Royal 
Hospital. Vacant now. At least Part I of Diploma of Medical 
Radiology essential. Hospital recognised for Part II. Duties 
also at other Group Hospitals. 

Application forms from Group Secretaries, to be returned 
before 4th October, 1954. Candidates may visit hospitals. 


BIRMINGHAM (SANATORIA) GROUP HOSPITAL 
MANAGEMENT COMMITTEE. YARDLEY GREEN HOSPITAL. THORACIC 
SURGICAL UNIT. Applications are invited for the post of SENIOR 
HOUSE OFFICER or HOUSE OFFICER according to experi- 
ence. The appointment will give broad opportunities for 
experience in both tuberculous and non-tuberculous thoracic 
surgery. 

Applications, stating age, ————s. training and experi- 
ence, together with copies of 3 recent testimonials, should be 
addressed to the Secretary, Yardley Green 
BIRMINGHAM, 13. SORRENTO MATERNITY HOS- 
PITAL. (112 Beds including 24 premature baby cots.) OBSTET- 
RIC HOUSE SURGEON. Appointment recognised for 
D.Obst.R.C .0.G. Hospital affiliated to Birmingham Medical 
School for training of students. 

Applications for above post, vacant Ist November, 1954, to the 
Obstetrician not later than 29th September, 1954. 


Hospital, 


BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. Applications are invited for the non-resident post of 
SENIOR HOUSE OFFICER or REGISTRAR in Peediatrics 
(grading according to experience) for duties at the Birmingham 
Maternity Hospital, Loveday-street, and the Maternity Depart- 
ment of the Queen Elizabeth Hospital. Previous experience, 
resident, in a Children’s Hospital is essential, and candidates 
should hold the D.C.H. Post vacant immediately. 

Applications, stating age, nationality, qualifications and 

previous appointments, should be forwarded to the House 
Governor, Birmingham and Midland Hospitals for Women, 
Showell Green-lane, Birmingham, 11, not later than 2nd 
October, 1954. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS, THE BIRMINGHAM AND MIDLAND HOSPITAL FOR WOMEN, 
Showell Green-lane, SPARKHILL, BIRMINGHAM, 11. Applications 
are invited from registered medical practitioners for the post 
of RESIDENT GYN-XCOLOGICAL HOUSE SURGEON for 
duty with the Professorial Unit, vacant Ist nae, 1954. The 
appointment is recognised for the M.R.C.O 

Application forms obtainable from the iees Governor at 
the above address, to be returned immediately. 

G. A. PHALP, Secretary. 
MEADS HOSPITAL, Bice ations invited from registered practi- 
tioners for post ot SE OFFICER (obstetrics), Male or 
Female (first, second, or third post held), to commence Ist 
November, 1954, for period of 6 months. Duties in connection 
with Obstetric Department, Neonatal Nursery and pediatric 
ward of 24 beds. Salary £425-—£525 p.a., less £125 in respect of 
residential facilities. 

Applicat ions, stating nationality, age, qualifications and 
experience, with copies of recent testimonials or names of 
referees, to Hospital Secretary as soon as possible. 
BLACKBURN (near). BROCKHALL HOSPITAL 
MENTAL DEFECTIVES, LANGHQ, near BLACKBURN, LANCS. JUNIOR 
HOSPITAL MEDICAL OFFICER (locum tenens) required. 
Modern and fully equipped colony with 2100 Beds. Excellent 
facilities for gaining experience of mental- -deficiency practice, 
Salary £16 per week. Accommodation available for single man 
or woman. 

Applications, with usual] particulars, to be sent to the Medical 
Superintendent 
BLACKBURN AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. SENIOR HOUSE OFFIC ER (angesthetics ) 
required. Residence and duties mainly at Queen’s Park Hospital 
Blackburn, with sessions at the Blackburn Royal Infirmary and 
Accrington Victoria Hospital as arranged by - me 
Anesthetist. Post recognised for D.A. and F.F.A 

Apply to Secretary of the Committee, with names "| 2 a 
or copies of testimonials, Royal Infirmary, Blackburn. 
BLACKBURN. QUEEN’S PARK HOSPITAL. (644 
general beds.) 

SENIOR HOUSE OFFICER (medicine ) required immediately. 

HOUSE SURGEON required middle October. Post recog- 
nised for F.R.C.S. and approved for pre-registration purposes, 

Avply to Secretary, Hospital Management Committee Office, 
Royal Infirmary, Blackburn. 

BOLTON AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEEF. 

RESIDENT ANAESTHETIST (Senior House Officer grade). 
Main duties at Bolton District General Hospital and Bolton 
Royal Infirmary. Vacant 21st October, tenable for 12 months 
and recognised for the D.A. 

Bolton District General Hospital (604 Beds) 

RESIDENT SENIOR HOUSE OFFICER for general surgical 
duties. Vacant 2nd November, recognised fer F.R.C.S. and 
tenable for 12 menths. 

RESIDENT HOUSE PHYSICIAN for the Department of 
Peediatrics. Not available to pre-registration candidates. Vacant 
ae tenable for 6 months. Hospital recognised for 


Applications, stating age, nationality, qualifications and 
experience. and the names of 2 referees, should be sent 
immediately to Group Secretary, The Royal Infirmary, Bolton. 
BRISTOL. COSSHAM/FRENCHAY HOSPITAL MAN- 
AGEMENT COMMITTEE. FRENCHAY HOSPITAL. (513 staffed beds, 
expanding. ) Applic ations are invited for the post of SENIOR 
HOUSE OFFICER in the regional Neurosurgery Department. 
Vacant immediately. This post offers useful surgical experience 
and the opportunity of gaining a working knowledge of neuro- 
logical diagnosis. 

Applications to the Secretary. Frenchay Hospital, quoting 
*‘N.S.F.”” Names of 2 referees required. 

BRISTOL. HAM GREEN HOSPITAL, Pill, near Bristol. 
Applications are invited for the post of RESIDENT ASSISTANT 
PHYSICIAN in the Infectious Diseases Department (350 Beds) 
of this Hospital. The Hospital contains a major Poliomyelitis 
Unit, a Tuberculous Meningitis Treatment Centre and offers 

wide experience in acute medicine. Salary and conditions 
on Junior Hospital Medical Officer scale (subject to a residential 
deduction of £135 p.a.). Previous fever experience essential. 
Post vacant October, 1954. 

Applications, stating age, qualifications, &c., to the Resident 
Physician, Ham Green Hospital, Pill, near Bristol. 


MANAGEMENT COMMITTEE. ROYAL VICTORIA HOSPITAL, WEST- 
BOURNE, HANTS. Applications are invited for the appointment 
of HOUSE SURGEON for E.N.T. and ophthalmic duties, vacant 
immediately. In addition to duties at the above Hospital, the 
successful candidate will be required to assist in the E.N.T. 
outpatient clinics at the Royal Victoria Hospital, Bournemouth, 


and Poole General Hospital. The appointment is recognised for : 


the D.O. and D.L.O. Diplomas but not for pre-registration 
purposes. 
Applications to the Deputy Hospital Secretary, Royal Victoria 
Hospital, Shelley-road, Bournemouth. 
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BOURNEMOUTH. ROYAL VICTORIA HOSPITAL, 
Shelley-road. (492 Beds.) BOURNEMOUTH AND EAST DORSET 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the appointment of HOUSE SURGEON for General and 
Thoracic Surgery. The post, which becomes vacant on 22nd 
September, is recognised for the F.R.C.S. examination and 
pre-registration purposes. 

Applications to the Deputy Hospital Secretary. 
BRADFORD ROYAL INFIRMARY. House Surgeon 
(general), vacant now. Recognised for F.R.C.S. and _ pre- 
registration purposes. Salary £425-£525 p.a., less £125 p.a. 
residential emoluments 


Applications, stating age, nationality, qualifications and 
experience, with copy to Secretary. 
BRADFORD. ST. LUKE’S HOSPITAL. House Surgeon 
(general and plastic), vacant mid-September. Recognised for 
F.R.C.S. and pre-registration purposes. Salary £425-£525 p.a., 
less £125 p.a., residential emoluments. 

Applic ations, stating age, nationality, qualifications and 
experience, with copy totimmoutals, to Secretary, Bradford Royal 
Infirmary. 

BRECHIN, ANGUS. STRACATHRO HOSPITAL. (680 
Beds.) Applications are invited for the appointment of ORTHO- 
PA DIC HOUSE SURGEON at the above Hospital. This post, 
which is recognised for pre-registration training but is open to 


fully registered medical practitioners, is now vacant. The 
Orthopedic Unit, comprising 196 beds for adults and children, 
offers excellent experience. 


Applications, giving name, age, qualifications and experience, 

and naming 2 referees, should be addressed to the Group Medical 
Supe ndent. 
BRIGHTON. SUSSEX EYE HOSPITAL. (56 Beds.) 
HOUSE SURGEON required at the above Hospital, vacant 
mid-September. Recognised for F.R.C.S. and D.O. Successful 
applicant will be considered for Senior House Officer post on 
completion of 6 months. 

Applications, stating usual particulars and naming 2 referees, 
to the Administrative Officer. 

— AND ROSSENDALE HOSPITAL MANAGEMENT 
MMITTEE. ROSSENDALE GENERAL HOSPITAL. SENIOR HOUSE 
OF FICER (medical), resident or non-resident. 
Applications, giving names of 2 referees, should be made to— 
H. WILKINSON, Esq., Group Secretary. 

Bury General Hospital, Bury, Lancs. 

BURY AND ROSSENDALE HOSPITAL MANAGEMENT 
COMMITTEE. BURY GENERAL HOSPITAL. HOUSE OFFICER 
(pre-registration), surgery. 

Apply, age, qualifications, and: names and addresses of 
2 referees, to H. WILKINSON, Group Secretary. 

Bury General Hoenitel: Bury, Lancs. al 
CROYDON GROUP HOSPITAL MANAGEMENT ge 
MITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL BOA 
Applications invited for of ORTHOP-RDIC 
REGISTRAR (whole-time). uties involving both orthopeedic 
and fracture work. Previous orthopedic experience essential. 
Post now vacant. 

Application forms obtainable from GEORGE A. _ PAINES, 
Secretary, Hospital Management Committee, General Hospital, 
Croydon, to be returned immediately. 

CHELMSFORD AND ESSEX HOSPITAL. Applications 
are invited for the resident post of CASUALTY OF ee 
(Senior House Officer). It is recognised for the F.R.C.S. and 
offers excellent experience in the treatment of fractures and 
diagnosis of acute medical and surgical emergencies. Oppor- 
tunity is given for Casualty Officer to follow up his cases in the 
wards and to obtain operating experience in major theatre 
under the guidance of the Consultants or the Resident Surgical 
Officer. Off-duty time is generous and the post is one likely 
to suit both an officer seeking a higher qualification in surgery 
or one intending General Practice. The vacancy will occur on 
2nd October, Salary £745 p.a., with £130 deducted for residential 


emoluments. 
, Chelmsford Hospital Management Committee, 


Apply Secre' 
Chelmsford and ossex Hospital, Chelmsford. 


CHEPSTOwW, MONMOUTHSHIRE. PLASTIC 
GERY, JAW INJURIES AND BURNS CENTRE, 8T. LAWRENCE 
PITAL. (100 plastic surgery, 50 orthopedic beds.) SENIOR 
HOUSE OFFICER in Plastic Surgery required towards end of 
September. Previous experience in specialty not 
successful candidate will receive a _ thorough 

lastic surgery and burns. Hospital intakes from most of 

ales and provides extensive experience. A second Senior 
House Officer in Plastic Surgery was recently appointed and 
there is also a Senior House Officer in Orthopeedics. Salary 
£745, less £150 board-residence. 

Write, quoting 2 referees, to T. A. Jones, Group Secretary. 

64, Cardiff-road, Newport, Mon. 
SURREY. ST. PETER’S HOSPITAL (late 
Botleys Park War Hospital). (430 Beds.) Required, SENIOR 
HOUSE OFF Chi 2 ANAESTHETIST. Appointment recognised 
for the D.A. and F.F.A.R.C.S. Duties to commence early 
October. Salary in accordance with terms and conditions of 
National Health Service. 

Applications, together with names and addresses of referees, 

to be sent to the Physician-Superintendent, St. Peter’s Hospital, 
as soon as possible. _ 
CHESTERFIELD ROYAL HOSPITAL. Applications are 
invited for the post of SENIOR HOUSE PHYSICIAN (Senior 
House Officer) at the above Hospital, where there is a 36- 
bedded unit, with opportunities for gaining experience in acute 
general medicine, pediatrics, diabetes, and dermatology. The 
appointment will be tenable for 1 year, and the salary payable 
is £745 p.a., less £150 p.a. if resident. 

pnt Secretary for furt details. 

1. H. BOONE, Secretary, 
Chesterfield Hospital Management Committee. 
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CHESTERFIELD ROYAL HOSPITAL. Casualty Officer 
required at above Hospital. Pre-registration post, or Senior 
House Officer if person nppemtes has sufficient experience, and 
recognised for F.R.C.S. training. Duties include assistance in 
Accident and Orthopasdic Department. National salary and 


conditions. 
Please appl H. Boone, Secretary, Chesterfield Hospital 
Management 


CAMBRIDGE. ADDENBROOKE’S HOSPITAL. Senior 
HOUSE OFFICER in Radiotherapy vacant 15th November for 
6 months in the first instance. 

Apply, with full particulars and copies of 3 testimonials, to 
Secretary by 2nd October. Interviews 13th October. _ 
CAMBRIDGE. ADDENBROOKE’S HOSPITAL. Pedia- 
TRIC REGISTRAR, vacant late October, for 1 year in the first 
instance, reviewable annually. 

Apply, with full particulars and names of 3 referees, to 


Secretary by 29th September. 


CAMBRIDGE. ADDENBROOKE’S HOSPITAL. Surgical 
REGISTRAR, vacant end October, for 1 year in the first instance, 
reviewable annually. 

Apply, with full particulars and names of 3 referees, to 
Secretary, by 29th September. 
CARDIFF HOSPITAL MANAGEMENT COMMITTEE. 
2 SENIOR HOUSE OFFICERS poqeied at Orthopeedic Centre 
for South Wales at new Prince of Wales Orthopedic Hospital, 

Rhydlafar, near Cardiff, of 222 Beds (being extended to 292 
Beds) plus 70 at country branch. Outpatients branch in Cardiff. 
Accommodation for single nen 

Application form from Gro Secre y, Cardiff Hospital 
Management Committee, 44, Cathedral-ro , Cardiff. 


CARDIFF. ST. DAVID’S HOSPITAL. (656 Beds.) 
CARDIFF HOSPITAL MANAGEMENT COMMITTEE. SENIOR HOUSE 
OFFICER Magee el or non-resident) required immediately for 
Geriatric Unit (200 Beds). 

Form of application from Group Secretary, Cardiff Hospital 
Management Committee, 44, Cathedral-road, ad. Cardift. 
CARDIFF. THE UNITED CARDIFF HOSPITALS. 
Applications are invited for the post of SENIOR HOUSE 
hae ICER in the Orthopedic Department at the Cardiff Royal 

rmary. 

Application forms obtainable from the Secretary, United 

Cardiff Hospitals, Cardiff Royal Infirmary. 


ESSEX COUNTY HOSPITAL. (189 
t of SENIOR HOUSE 


COLCHESTER. 
Beds.) Applications invited ne 
OFFICER to Casualty and E.N.T. acne Post tenable 
for 6 months or 1 — ised for R.C 
eg mete with copies of 3 testimonials, Should be forwarded 
roup Secretary, Colchester Hospital Management Com- 
14, Pope’s-lane, Colchester, Essex. 
COTTINGHAM. CASTLE HILL HOSPITAL. Hull 
B HOSPITAL MANAGEMENT COMMITTEE. JUNIOR HOSPITAL 
MEDICAL OFFICER (resident), to work in Major Thoracic 
Surgery Unit. The Unit has 50 Beds for all types of thoracic 
surgery, including tuberculous and non-tuberculous, esophageal, 
and cardiac. 

Applications, with names of referees, to Group Secretary, 
De la Pole Hospital, Willerby, E. Yorkshire. 

COVENTRY GROUP 20 HOSPITAL MANAGEMENT 
COMMITTEE invite applications for the following post :— 
Manor Hospital, Nuneaton (139 Beds) 

HOUSE OFFICER _ (pre-registration), surgery, 

vacant 24th September. 

Applications to the Secretary, Group 20 Hospital Management 
Committee, Stoney Stanton-road, Coventry. 

DERBY. DERBYSHIRE HOSPITAL FOR SICK CHILD- 
REN. (86 Beds. Recognised for training 4 in D.C.H.) SHEF- 
FIELD REGIONAL HOSPITAL BOARD. DENT or NON- 
RESIDENT REGISTRAR (peediatrics) moo ired. The post is 
based upon the Derbyshire Hospital for Sick C hildren but 
includes duties at other hospitals in the Group. Appointment 
for 1 tag in the first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 

Fulwood-road, Shefticid, by 27th September, 1954, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
DEVIZES, WILTSHIRE. ROUNDWAY HOSPITAL. 
(For Nervous and Mental Diseases. 1457 Beds.) Applications 
are invited for the appointment of a JUNIOR SPITAL 
MEDICAL OFFICER for duty at the above Mental Hospital. 
All forms of modern treatment available, including Insulin Unit 
and outpatient clinics at 3 general hospitals. Salary £775 p.a., 
rising by £50 p.a. to £1075 p.a. Accommodation for a single man, 
for which £150 p.a. will be charged, or furnished house for a 
married man available. 

Applications, giving names and addresses of 2 referees, to the 
Medical Superintendent as soon as possible. 


general 


DOVER. ROYAL VICTORIA HOSPITAL. | Applications 
are invited for the post of HOUSE SURGEO the above 
Hospital. The post is recognised by the Royal College of 
Surgeons. Salary £525 a year. A deduction of £125 a year will 
be made for residential emoluments. 

Applications, — age, qualifications, and the names an 
addresses of 2 referees, to the Group Secretary, “ Ash- Eton,” 
Radnor Park West, Folkestone. 

DOUGLAS. NOBLE’S ISLE OF MAN HOSPIT 

(160 Dots.) Applications invited for post of RESIDENT 
AN AXSTHETIST. Candidates should have completed pre- 
registration service. The post becomes vacant at end of 
September, 2500 surgical operations carried out annually. 
Resident medical staff of 4. Salary £525 pa less £125 p.a. 
deducted for residence. Duties include rota uty in the medical 
wards and casualty. 

Applications, with copies of 2 recent testimonials, to the 
Secretary, Noble’s Hospital, Isle of Man. 


p.a. 
the 
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DOUGLAS. NOBLE’S ISLE OF MAN HOSPITAL. 
(176 Beds.) Applications are invited from registered medical 
practitioners with previous hospital experience, preferably at 
a Teaching Hospital, for the post of SENIOR HCUSE SUR- 
GEON at this busy General Hospital. The senior of 4 House 
Officer posts. The post is now vacant, and is suitable for candi- 
te seeking further clinical experience and opportunity for 
reading for higher qualification. Salary £745 p.a., with a deduc- 
tion of £125 p.a. for board, lodging, &c., if resident. 
Applications, giving relevant particulars, and copies of 2 
recent testimonials, or names and addresess of 2 referees, should 
to the Secretary, Noble’s Isle of Man Hospital, 
ouglas. 
DARLINGTON MEMORIAL HOSPITAL AND HUN- 
DENS UNIT. (307 Beds.) Applications are invited for the 
of SENIOR HOUSE OFFICER, E.N.T. Department. t 
registered for the D.L.O. Vacant now. 


Apply 
G. W. BrckwiTs, Group Secretary, 
Darlington District Management Committee. 
EPPING. ST. MARGARET’S HOSPITAL. (485 Beds.) 
RESIDENT OFFICER (surgery). Vacant 
Ist October, 1954. Post recognised for F.R.C.S. Busy general 
hospital with easy access to ag Salary on national scale, 
less deduction for board, lodging 
Applications immediately to ty “Group Secretary, Eppi 
Group Hospital Management Committee, St. Margaret’s Hospital, 
Epping, Essex, 
EXETER. ROYAL DEVON AND EXETER HOSPITAL. 
EXETER AND MID-DEVON HOSPITALS MANAGEMENT COMMITTEE. 
Applications are invited from registered medical practitioners 
(Maie and Female) for the appointment of SENIOR HOUSE 
OFFICER in Clinical Pathology (resident), vacant 7th Novem- 
ber, 1954. The successful candidate will be responsible for 
emergency pathological and blood transfusion duties, and will 
work, under the Area Pathologist, in different branches of 
clinical pathology. 
lications, with names of 2 referees, to the Hospital 
secre ry by 2nd October, 1954. 
FARNBOROUGH HOSPITAL, Farnborough, Kent. 
CASUALTY OFFICER (Senior House Officer) required for 
1 year from 12th October. Deduction for residence £150. 
Apply, giving age, qualifications with dates, and experience, 
and naming 3 referees, Officer. 
FARNBOROUGH HOS Farnborough, 
(General—800 Beds. ) RESIDENT SENIOR HOU si OFFICER 
required for a busy E.N.T. Department with 4 specialist operating 
sessions, 5 outpatient clinics and a diagnostic hearing-aid centre. 
Recognised for ae and offers valuable experience in all 
alificati d ri d ing 
pply, s e, qualifications and experience, and nam 
referees, to the fficer. 
GLASGOW, N. HILL GENERAL HOSPITAL. 
PSYCHIATRIC UNIT. How: SE inane (resident). Male or 
Female, required now. o> eds.) 1300 missions yearly. 
Acute treatable cases. it recognised for D.P.M. Salary £50 
above standard rate. 
__ Apply to Medical Superintendent. 
GREAT YARMOUTH AND GORLESTON GENERA 
HOSPITAL, DENE SIDE, GREAT YARMOUTH. SENIOR MOUSE 
SURGEON (Male or Female) required. The Hospital i seated 
by a Consultant General Surgeon and a Consultant E.N 
Surgeon, and is regularly visited by Consultant staff from the 
Norfolk and Norwich Hospital. Salary £745, less £150 for 
residence. 
Applications, stating age, qualifications and experience, with 
names of 2 referees, to Hospital] Secretary. 


GUILDFORD ROYAL SURREY COUNTY HOSPITAL. 
(232 Beds.) RESIDENT HOUSE SURGEON required for 
general surgery. Post is vacant from 18th October and is tenable 
for 6 months ; it is aeuraven | for pre-registration practitioners 
and recognised for the examination. 

a with copies of 3 testimonials, should be sent to 
the Hospital Secretary as soon as possible. 

QUILDFORD. sT. LUKE'S HOSPITAL. Quildford Group 
HOSPITAL~-MANAGEMENT COMMITTEE, SOUTH WEST METROPOLITAN 
REGIONAL HOSPITAL BOARD. Applications are invited for the 
ot of SURGICAL REGISTRAR (resident) in the General 

nit (60 Beds including children) at above Hospital. Preference 
will be given to candidates holding higher qualifications. The 
Hospital may be visited by arrangement with the Medical 
Superintendent. 

Application forms from Group Secretary, Guildford Group 
Hospital Management Committee, at St. Luke’s Hospital, 
Guildford (stamped, addressed envelope) to whom they should 
be nr within 14 days of the appearance of this advertise- 
men 
HAREFIELD AND NORTHWOOD GROUP HOSPITAL 
MANAGEMENT COMMITTEE. ORTHOPEDIC REGISTRAR 
(full-time) required to undertake duties in the Harefield and 
Northwood Group of hospitals, and 3 sessions weekly at 
St. Vincent’s Orthopedic Hospital, Northwood Hills. Hospitals 
may be visited by appointment. 

Application forms obtainable from, and returnabie to, the 

ry, Harefield and Northwood Group Hospital Man - 
ment Committee, Mount Vernon Hospital, Northwood, Middle- 
sex, by 28th September, 1954. 


HILLINGDON HOSPITAL, near Uxbridge, Middlesex. 
CASUALTY OFFICER (resident ) required at above Hospital. 
Whole-time duties under Medical Director include dealing with 
Casualtios = admissions to hospital and such other duties as 
y be required. Post recognised for F.R.C.S. Salary Junior 
Hospital 3 Medical Officer scale. 
Apply, stating age, nationality, qualifications, experience and 
enclosing copies of not more than 3 recent testimonials, to 
Medical Director by 27th September. 


HADDINGTON, EAST LOTHIAN. ROODLANDS 
GENERAL HOSPITAL. RESIDENT HOUSE SURGEON required 
for Ist October, 1954.. Pre-registration candidates may apply. 

Applications, giving names of 2 referees, to be sent immediately 
to the Secretary, East Lothian Hospitals Group Board of 
Management, 31, Court-street, Haddington. 

HALIFAX. ROYAL HALIFAX INFIRMARY. (301 Beds.) 

HOUSE SURGEON (E.N.T. and ophthalmology) required. 

Post now vacant.. Approved pre-registration appointment. 

Te eae to Group Secretary, Royal Halifax Infirmary, 

alifax 

HITCHIN, HERTFORDSHIRE. LISTER HOSPITAL. 

Applications are invited for the post of RESIDENT HOUSE 
; vacant 12th October, 1954. Recognised as pre- 

registration post. 

Ap Hoations, stating age, nationality, qualifications and 
experience, together i ~ ies of 3 recent testimonials, to be 
sent to the Medical Administrator, Lister Hospital, Hitchin 
HORNCHURCH. ST. GEORGE’S HOSPITAL. ~ Junior 
HOSPITAL MEDICAL OFFICER (resident) required immedi- 
ately at this Hospital which accommodates 339 chronic sick 
patients. The post offers excellent geriatric experience. 

Applications should be forwarded to the Secre ry Romford 
pt Hospital Management Committee, Oldchurch Hospital, 
To; 


rd, as soon as possible. 
BOROUGH GENERAL HOSPITAL. Beds.) 
Appmcetions are invited for the post of SENIOR HOUSE 
ICER (resident Anesthetist), vacant 9th October. The 
is years duration, is recognised for the 
D.A. and the F.F . examinations, 

Applications, nationality, together with recent 
testimonials, to Hospital Secretary. i 
IPSWICH. ST. HELEN’S HOSPITAL. “(100 Beds for 
infectious diseases, pulmonary tuberculosis and long-stay 
orthopeedics. The area chést clinic is in the Hospital.) HOUSE 
modation available for married e post also involves 
the Peediatric at the Borough General 

‘Applications to JOHN WILLIAMS, Group Secretary, Spee 
gree Hospital Management Committee, at East Suffo! 
Ipswich Hospital, Ipswich. 
ISLEWORTH. WEST MIDDLESEX HOSPITAL. South 
WEST MIDDLESEX HOSPITAL MANAGEMENT COMMITTEE. SENIOR 
HOUSE OFFICER required for Maternity Department. Must 
have held medical, surgical, obstetrical and gynsecological house 


posts. 

Applications, jon son age, nationality, qualifications and 
experience, with conn es of up to 3 recent testimonials, to ag 4 

iddliesex Hospital, Isleworth, by 28t 

September, 1954. 
LUTON AND DUNSTABLE HOSPITAL, Luton, Bedford- 
SHIRE. Applications are invited for the post of HOUSE 
PHYSICI as pre-registration post, vacant 5th 


ctober. 

Applications, stating age, nationality, qualifications and 
experience, together with copies of 3 recent testimonials, to be 
sent now to the Secretary. 


LUTON AND DUNSTABLE HOSPITAL, Luton, Bedford- 
SHIRE. (250 Beds.) NORTH WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD. Whole-time REGISTRAR required Ist 
October, 1954, for Fracture and Orthopedic Department and 
Accident Service at above Hospital. Post recognised for F.R.C.8. 
Hospital may be visited by direct appointment. 

Ap forms from, and returnable to, 
Secre’ Luton and Group Hospital Management 
Committee, St. Mary’s Hospital. Luton, Beds, by 30th September, 
LEICESTER ISOLATION HOSPITAL AND CHEST 
UNIT, Groby-road, LEICESTER. (328 Beds.) af are 
invited for the appointment of RESIDENT OR HOUSE 
OFFICER (surgical). Salary £745 p.a., less bite p.a, residential 
emoluments. The appointment is tenable for 6 months and may 
be extended for a further period of 6 months. Experience will 
= a in all branches of thoracic surgery, including cardiac 


“Applications, giving age, qualifications, dates, &c., and copies 
of 2 recent testimonials, to be forwarded as soon as possible to 
the Physician-Superintendent at the above Hospital. 
LEICESTER. GENERAL a coe (454 Beds. Recog- 
nised for training in M.R.C.0.G.) SHEFFIELD REGIONAL HOS- 
PITAL BOARD. ENT or NON-RESIDENT REGISTRAR 
(obstetrics and prt tall required. Appointment for 1 year 
in the first instance. 

Apply to Secreta Sheffield Ry Hospital Board, Old 
Fulwood-road, Shetheld, by: 27th September, 1954, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 

LEICESTER. MARKFIELD SANATORIUM AND 
ISOLATION HOSPITAL. (215 Beds.) SHEYVIELD REGIONAL HOSPITAL 
BOARD. RESIDENT REGISTRAR (chest and 
I.D.) required to the above Hospital, cha minor thoracic 
surgery (T.B.) is undertaken. The duties are mainly in the 
Hospital, but clinic work may be undertaken under the super- 
vision of the Consultant. AL polntunant for 1 year in the first 


instance. 


Apply to Secretary. 

wood-road, Sheffieia, by 2 > 
with dates, naming 3referees. 
LEIGH INFIRMARY, The Avenue, Leigh, Lancashire. 
(102 Beds.) REGISTRAR in General Surgery (resident) for 
oe above acute General Hospital. Post recognised for the 


R.C.S. examination. 
Applications to Secretary, Wigan and Leigh Hospital Manage- 
ment Committee, Knowsley House, Wigan. 
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LEEDS, 2. PUBLIC DISPENSARY AND HOSPITAL. 
LEEDS A GROUP HOSPITAL MANAGEMENT COMMITTEE.  Appli- 
cations are invited from registered medical practitioners for the 
appointment of CASUALTY OFFICER (Senior House Officer) 
at the above Dispensary. The appointment will be for a period 
of 1 year. Salary in accordance with the agreed terms and 
conditions of service of hospital medical and dental staffs, with 
an appropriate deduction in respect of board, lodging, &c. 

Applications, stating age, qualifications, experience, &c., 
together: with the names of 2 referees, to be forwarded to the 
undersigned as soon as possible. 

J. FOLKARD, Secretary to the Committee. 

Administrative Offices, St. James’s Hospital, Leeds, 9. 
LEEDS REGIONAL HOSPITAL BOARD invites applica- 
tions for the following REGISTRAR posts :— 
Anesthetics 

Harrogate and Ripon Group, 
Hospital (resident /non-resident), 
General Medicine 

Duties in the Huddersfield Group (50 general medical beds) 
(non-resident), 
General Surgery 

(a) Duties in the Wakefield A and B Groups, mainly at the 
Clayton Hospital, Wakefield (75 surgical beds) (non-resident). 

(6) Hull A Group, mainly at Western and Kingston General 
Hospitals (150 ge neve! rune cal beds) (resident or non-resident). 


Recognised for the F 
Hospital (50 Beds) 


mainly at Harrogate General 


Harrogate diy District General 
(resident). 

Ophthalmology 

St. James’s Hospital (22 eye beds) and the Public Dispensary, 
Leeds (non-resident). 

Orthopedic Surgery 

(a) PWosthanns Orthopredic Hospital, Rawdon (100 Beds) and 
Orthopedic Outpatient Department, Bradford Royal Infirmary. 
Offers excellent training in all branches of accident and ortho- 
peedic surgery. May be non-resident. 

(6) Royal Bath Hospital, Harrogete (40 orthopedic beds). 
Duties = connection with the Regional Rheumatism Scheme 
resident). 

(c) Duties mainly at General Hospital, Wakefield 
(70 short-stay and 160 long-stay orthopedic beds) and at other 
hospitals in the Wakefield A and B Groups (resident). 
Otolaryngology 

Hull Royal Infirmary and associated hospitals (50 E.N.T. 
beds) (non-resident). 

rice 
the Huddersfield and Halifax Groups (aggregate of 
60 acute pediatric beds) with additional duties in infectious 
diseases (preferably resident). Small flat available at North- 
owram Infectious Diseases Hospital, Halifax. 

Psychiatry 

Storthes Hall Hospital, Kirkburton, near Huddersfield (2680 
Beds) and associated clinics. Accommodation available for a 
single person. Facilities for attendance at the Leeds University 
yh , be provided if the successful candidate is studying for the 


Surg 

Duties with th the Thoracic Surgical Unit at the Bradford Royal 
Infirmary and associated hospitals in the Middleton and 
Grassington Group (60 Beds for both non-tuberculcus and tuber- 

alous cases) (non-resident). 

Applications, stating age, qualifications, and details of 
appointments held showing dates, with names and addresses of 

referees, to the Secretary, Joint Registrars Committee, Park- 
eeseee, Harrogate, not later than Thursday, 23rd September, 
LEEDS, 9. ST. JAMES’S HOSPITAL. Leeds A Group 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
from registered medical practitioners (Male ond omen) for the 
appointment of SENIOR HOUSE OFF SR (geriatrics ) 
vacant Ist November, 1954. The Bhi. inn will be for a 
period of 1 year and the salary will be in accordance with the 
agreed terms and conditions of service of hospital medical and 
dental staffs—namely, £745 p.a., with an appropriate deduction 
in respect of board, lodging, and other services provided. 

Applications, stating age, qualifications, experience, &c., 
together with the names of 2 referees, to be forwarded to the 
undersigned as soon as possible. 

J. FOLKARD, Secretary to the ¢ pamgeape. 

Administrative Offices, St. James's Hospital, Leeds, 9 
LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
LIVERPOOL STANLEY HOSPITAL. Applica ations are invited for a 
post as SENIOR HOUSE OFFICER in Orthopedics for the 
year commencing Ist October, 1954 (or as soon thereafter as 
possible ). 

Apply as soon as possible on form obtainable from the Secretary, 
The United Liverpool Hospitals, 80, Rodney-street, Liverpool, 1. 
LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
LIVERPOOL EAR, NOSE AND THROAT INFIRMARY. Applications 
are invited for a post as SENIOR HOUSE OFFICER in 
Otorhinolaryngology for the year commencing Ist October, 
1954 (or as scon thereafter as possible), 

Apply as soon as possible on form obtaimable from the Secretary, 
The United Liverpool Hospitals, 80, Rodney-street, Liverpool, 1. 


LANCHESTER, co. DURHAM. MAIDEN LAW HOS- 
PITAL. NORTH WEST DURHAM HOSPITAL MANAGEMENT COMMITTEE. 
Applic ations are invited for the resident post of SENIOR 
HOUSE OFFICER at the above Hospital. Appointment for 
6 months in the first instance, with prospect of renewal. The 
Hospital has 72 Beds forthe treatment of pulmonary tuberculosis 


by all modern methods. Salary at the rate of £745 p.a., less a 
charge of £150 p.a. for board and lodging. 
Applications, stating age, qualifications, experience, with 


copies of recent testimonials, should be forwarded to the Group 
Secretary, Shotley Bridge General Hospital, Shotley Bridge, 
Consett, co. Durham. 
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LEAMINGTON SPA. WARNEFORD GENERAL HOS- 
PITAL. (207 Beds.) SOUTH WARWICKSHIRE HOSPITAL GROUP. 
Applications are invited for HOUSE OFFICER (anesthetics). 
The post is recognised for D.A. 

Applications as soon as possible to the Hospital Secretary. 
MACCLESFIELD HOSPITAL. West Park Branch. 
MACCLESFIELD AND DISTRICT HOSPITAL MANAGEMENT 
MITTEE. Applications invited for resident post of OBSTE Thc y 
GYNECOLOGICAL HOUSE OFFICER (pre-registration post), 
vacant Ist October, 1954. Post recognised for D.Obst.R.C.¢ 
training ; 28 obstetric, 30 gynecological beds in a 

Apply, with testimonials, immediately to Group Secretary, 
illerby House,” ‘umberland-street, Mace rlesfield. 
MAIDSTONE. KENT COUNTY OPHTHALMIC AND 
AURAL Sanaa (113 Beds.) MID-KENT HOSPITAL MANAGEMENT 

Be plications are invited for the appointment of 
SENIOR. TiOUSE OFFICER in the Ophthalmic Department of 
the above Hospital. The Hospital is recognised by the Examin- 
ing Boards for the F.R.C.S. and the D.O. Appointment will be 
for 12 months. Salary £745 a vear, less £150 a year for residential 
emoluments. Post vacant Ist October, 1954. 

Applications should be forwarded as soon as possible to the 
Administrative Officer, Kent County Ophthalmic and Aural 
Hospital, Church-street, Maidstone. 
MANCHESTER REGIONAL HOSPITAL BOARD. Birch 
HILL HOSPITAL, ROCHDALE. SURGICAL REGISTRAR (Resident 
Surgical Officer), post vacant in November. Accommodation 
for a married man is available if required. 

Apply to Superintendent. Birch Hill Hospital, Rochdale 


MANCHESTER REGIONAL HOSPITAL B RD invi 
applications for the post of RESIDENT SURGIC. AL REGIS. 
TRAR at the Royal Albert Edward Infirmary, Wigan, vacant 
30th September, 1954. Preference given to holders of higher 
surgical qualifications. Post recognised for F.R.C.S. 

Apply as soon as possible, with full pertionees, to Secretary, 
Wigan and Leigh Hospital Management Committee, Knowsley 
House, Wigan, giving the names of 2 referees. Pobpose ee, 
MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for the resident post of REGISTRAR in Gynecol 
and Obstetrics, to the Blackpool and Fylde Group of hospitals, 
with main duties at Victoria Hospital, Blackpool, vacant let 
November, 1954. Post recognised for M.R.C.O.G. 

Applications, together with names and addresses of 3 referces, 
should be sent to the Group Secretary, Blackpool and Fylde 
Hospital Management Committee, Victoria Hospital, Black oo). 
MANCHESTER REGIONAL HOSPITAL BOARD. Resi- 
DENT REGISTRAR (anesthetics) required in Wigan and 
Leigh Group of hospitals. Recognised for D.A. 

Applications to Secretary, Wigan and La Hospital Manage- 
ment Committee, Knowsley House, | Wigan 

BOARD. 


MANCHESTER REGIONAL HOSPITAL 
REGISTRAR to assist at Bolton Chest Clinic and have clinical 
charge of small sanatorium of 59 Beds under the direction of 
the Consultant. 

Applications, stating age, nationality, qualifications and 
experience, together with the names of 2 referees, should be 
sent immediately to Group Secretary, Bolton and District Hospital 


Management Committee, Royal Infirmary, 


MANCHESTER REGIONAL HOSPITAL BOARD. 
(a) 2 posts of NON- RESIDENT SENIOR OROIDTALR in 
Psychiatry :— 


(i) Oldham ‘and District Hospital Centre 
(ii) Bury and Rossendale and Rochdale Hospital Centres. 
Persons appointed will be required to attend Consultant 
Psychiatric Clinics and take part in the treatment of inpatients 
and outpatients at hospitals in the respective groups, and may 
be required to carry out some duties at Prestwich Mental Hos- 
pital, near Manchester, either concurrently with their other duties 
or on a whole-time basis for a period of up to 1 year — the 
course of their engagements. Wide gag essential, higher 
qualification desirable. 29th September, 1 

(b) 3 posts of NON-RESIDENT SENIOR REGISTRAR in 

Diagnostic Radiology :— 

(i) Joint post with United Manchester Hospitals with duties 
at Manchester Royal Infirmary, &c., and at Christie Hospital 
and Holt Radium Institute, fanchester. 

(ii) North Manchester Hospital Centre (Ancoats, Manchester 
Northern and Manchester Memorial Jewish Hospitals). 

ea Salford Group of hospitals (Salford Royal Hospital, 


Persons appointed to posts (ii) and (iii) may later be trans- 
ferred to the United Manchester Hospitals to continue training. 
30th September, 1954. 

Application forms from the Senior Administrative Medical 
Officer to the Board at Cheetwood-road, Manchester, 8, to be 
returned by dates stated. eT 
MANCHESTER REGIONAL HOSPITAL BOARD. Appli- 
cations are invited for the post of REGISTRAR (anesthetics), 
resident, to the Burnley and District Group of hospitals. The 
Hospitals are recognised for the purposes of the D.A. 

Applications, together with the names and addresses of 3 
referees, should be addressed to the Group Secretary, Burnley 
and District Hospital Management Committee, Burnley General 
Hospital. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
SAINT MARY'S HOSPITALS, MANCHESTER. Applications are invited 
for 3 posts of HOUSE OFFICER in Gynecology. Applicants 
must have had previous hospital experience in medicine and 
surgery. The posts are recognised for the pur poses of the 
M.R.C.O.G, examination. The appointments are for 6 months 
commencing Ist January, 1955. in accordance with 
national scale. 

Application forms may be obtained from the undersigned and 
returned not later than Ist October, 1954. 

A. R. Wisk, General Superintendent. 
Saint Mary’s Hospitals, W hitworth Park, Manchester, 13. 
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MANCHESTER. UNITED MANCHESTER HOSPITALS. 
SAINT MARY’S HOSPITALS, MANCHESTER. Applications are invited 
from eee aeee. reg istered medic: al practitioners for 3 posts 
of HO FIC ER in Obstetrics. Salary in accordance with 
satbound aoe The appointments are for 6 months from Ist 
January, 1955. 

Application forms may be obtained from the undersigned and 
returned not later than Ist October, 1954. 


Wisk, General Superintendent. 
Saint Mary’s Hospitals. Ww hitworth Park, Manchester, 13. 


MANCHESTER. UNITED MANCHESTER HOSPITALS. 
SAINT MARY’S HOSPITALS, MANCHESTER. REGISTRAR in 
Obstetrics and Gynecology. Applications are invited for the 

above appointment commencing Ist January, 1955. Salary at 
national scale. Initially the appointment will be for 1 year, 
renewable normally for a second year. The successful candidate 
will act during the first year as Resident Obstetric Surgeon in 
the obstetrical branch of the Hospital at Whitworth-street, 
and during the second year as Resident Surgical Officer in the 
gzyneecological branch at Whitworth Park. The duties include 
some teaching, the supervision of the work of House Officers 
and resident Medical Students, and very considerable clinical 
responsibility. Candidates must, therefore, have had fairly full 
previous experience in obstetrics and gynecology. A higher 
qualification is not essential. 

Forms of application may be obtained from the undersigned. 

The closing date is Ist Octaner, hes 


Saint Mary’s Hospitais, "Whitworth Park, Manchester, 13 


MANCHESTER, 20. WITHINGTON HOSPITAL. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTEE, SENIOR 
HOUSE OFFICER (anesthetics) required. Post vacant immedi- 
ely and recognised by the Royal College of Surgeons for the 
¥.F.A.R.C.S. and for the D.A. The successful candidate will have 
tie “Oppertenity of experience at the various units within the 

roup. 

Applications with full details to the Group Secretary at the 
above Hospital. 


MANCHESTER. WYTHENSHAWE HOSPITAL. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. SENIOR 
HOUSE OFFICER (pediatrics) required at the above Hospital. 
Post vacant immediately and offers general pediatric experience 
including plastic and E.N.T. surge 7 

Applications, stating age, qualifications, experience, and 
names of 2 referees, to the Group Secretary, Withington Hospital, 
Manchester, 20. 


MONTROSE, ANQUS. ROYAL MENTAL HOSPITAL. 
(944 Beds.) Applic ations are invited for the post of JUNIOR 
HOSPITAL MEDICAL OFFICER (Male or Female). <A 
furnished flat with services or single furnished quarters are 
available subject to appropriate deduc tions. There is a well- 
equipped Pathological and Biochemical Laboratory. Previous 
experience in psychiatry is not essential. Salary and conditions 
of service in accordance with national scale. 

Applications, stating age, qualifications and experience, 
together with the names and addresses of 2 referees, should be 
forwarded immediately to the Physician- -Superintendent. 


NEWPORT, MONMOUTHSHIRE. ROYAL GWENT 
HOSPITAL. (260 Beds.) JUNIOR HOSPITAL MEDICAL 
OFFICER or SENIOR HOUSE OFFICER (E.N.T. and 
ophthalmic) required during October. National salary, less 
£125 board-residence. Grade depends on period since qualifi- 


cation. Recognised D.L.O. Covers 23 E.N.T. and 8 eye beds. 


Write, quoting 2 referees, to T. A. Jones, Group Sec retary, 
64, Cardiff-road, Newport, Mon. 


NOTTINGHAM. CITY HOSPITAL. (804 Beds. Recog- 
nised for training for the D.A. and F.F.A.R.C.S.) SHEFFIELD 
REGIONAL HOSPITAL BOARD. Whole-time RESIDENT REGIS- 
TRAR (anesthetics) required. Appointment for 1 year in the 
first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 27th September, 1954, giving 7 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees, 


NOTTINGHAM. CITY HOSPITAL. (804 Beds.) Appli- 
cations are invited for the post of SENIOR HOUSE OFFICER 
(pediatrics), vacant 12th October, 1954. The post is approved 
for the D.C.H. 

Applications, stating age, nationality, qualifications and 
experience, together with copies of not more than 3 testimonials, 
to be sent to the Secretary, City Hospital, Hucknall-road, 
Nottingham. 

NOTTINGHAM HOSPITAL. Applications 
are invited from registered general practitioners for the post 
of TRIED CASUALTY OFFICER (Senior House Officer 

Salary (less £150 emoluments) and conditions of service 
[gat with those laid down by the Ministry. Duties 
to commence as soon as possible. This post offers wide experience 
of casualty work. The Staff establishment requires only 1 night 
in 3 emergency work, and off duty permits time for study for 
higher examinations. 

Applications, stating age, qualifications and experience, 
together with copies of testimo’ be sent to— 

General Hospital, Nottingham. HENRY M. STANTEY. 


NOTTINGHAM GENERAL HOSPITAL. Applications 
are invited from registerec medical practitioners for the p 
of SENIOR ORTHOPADIC AND FRACTURE HOUSE 
OFFICER (locum tenens considered). The post offers excep- 
tional experience in traumatic surge Duties to commence at 
the end of November. Salary and conditions of service in 

accordance with Ministry regulations. If resident £150 deducted 
for emoluments. 

Applications, stating age, qualifications and experience, 
together with copies of testimonials, to be sent to— 

HENRY M. STANLEY, Group Secretary. 


OSPITAL, ‘TH. (1170 Beds.) SENIOR 
PSYCHIATIIC REGISTRAR (resident), whole-time. Salary 
scale £1100-£1400. Candidates should normally have had 
previous experience in psychiatry, but applications will be 
a from candidates with no previous practical experience 
in pay, chiatry who hold a higher medical qualification, have had 
experience in general medicine and intend to obtain a 
Tiseaee in Psychological Medicine and specialise in psychiatry. 
Arrangements can be made for the person appointed to take the 
necessary course of study for the Durham Diploma in Psycho- 
logical Medicine. A small 3-roomed, furnished or unfurnished 
flat in Hospital is av —— The appointment is for 1 year in 
the first instance, and may be renewed from year to year for 
4 years. ( ‘andidates are free | to visit the Hospital by arrangement 
with the Medical Superintendent, from whom further particulars 
may be obtained. 
Applications, together with names and addresses of referees 
(preferably), or testimonials, to a total of 3, to be sent to the 
ional Psychiatrist, ‘‘ Blythswood South,’’ Osborne-road, 
Newcastle u upon Tyne, 2, within 14 days. 


NEWCASTLE REGIONAL HOSPITAL ‘BOARD. “Cleve- 
ND _ HOSPITAL MANAGEMENT COMMITTEE. REGISTRAR 
PEDIATRIC IAN (whole-time), resident, at the Children’s 
Hospital, Stockton-on-Tees (74 Beds). W ‘ell-furnished married 
quarters available. Appointment for 1 7 in the first instance 
and may be renewed for a further perio pod £850/2£965 p.a 
‘Applications, together with names and addresses of referees 
(preferably), or testimonials, to a total of 3, to be sent to the 
senior A inistrative Medical Officer, “ Biythswood South,”’ 
Osborne-road, Newcastle upon Tyne, 2, within 14 days. 


NEWC. ‘YNE HOSPITAL MANAGEMENT COMMITTEE. 
SENIOR. HOUSE “OFFIC ER (Casualty Department). The 
above resident (or non-resident) post, tenable for 12 months, 
becomes vacant on 6th October, 1954. This post is recognised 
for the 6 months training in casualty work now required of 
candidates for the Final F.R.C.S. 

te egatons, with 1 copy of 2 testimonials, should be sent 

e Secretary, Newcastle General Hospital, Westgate-road, 
Mewensiie upon Tyne, 4, as soon as possible. 


NE HOSPITAL MANAGEMENT COMMITTEE. 
SENIOR “HOU SE OF FICER (general surgical wards), The 


above resident post, tenable for 12 months, becomes vacant on 
Ist October, 1954 


Applications, with 1 copy of 2 testimonials, should be sent to 
the Secretary, Newcastle General Hospital, Westgate-road, 


Newcastle upon Tyne, 4, as soon as possible. 


NEWCASTLE GENERAL HOSPITAL. “Newcastle upon 
TYNE HOSPITAL MANAGEMENT COMMITTEE. DEPARTMENT OF 
OBSTETRICS. OBSTETRICAL HOUSE SURGEON (70 Beds). 
The above resident post becomes vacant on Ist November, 1954. 
This post is recognised for the purpose of Pre- registration 
Service and preference will be given to provisional registered 
persons who have served 6 ee in a medical or surgical post 
since qualificafion. The ‘er artment is recognised for the 
Diploma of M.R.C.0.G., and D.Obst.R.C.0.G., and undertakes 
the training of Medical "Students in the University of Durham. 
Applications should be addressed to the Secretary, er 
General Hospital, Westgate-road, Newcastle upon Tyne, 
together with 1 copy of 2 recent testimonials, by 16th tt 


NEWCASTLE. THE UNITED NEWCASTLE UPON 
TYNE HOSPITALS. Appiensnee are invited for the whole-time 
appointment of SENIOR HOUSE OFFICER in the Department 

Anesthetics at the Royal Victoria Infirmary. The post is 
subject to Ministry of Health terms and conditions of service and 
will be non-resident except for rotational emergency duty. It 
offers 7 portunity for study for the F.F.A.R.C.S. examina- 
ion. plicants should have held comiatecia appointments 
in i. = and surgery, but previous experience in anesthetics 


is not essential. 

Applications, giv full details, and the names and addresses 
of 3 referees, should sent to the undersigned within 2 weeks 
of the appearance of this advertisement. 

A. SANDERSON, House Governor and Secretary. 

Royal Victoria Infirmary, Newcastle upon Tyne. 


PLYMOUTH, MOUNT GOLD ORTHOPAEDIC HOSs- 
PITAL (with Annexe 122 Beds), PLYMOUTH SPECIAL HOSPITAL 
MANAGEMENT COMMITTEE. Ce pyeey are invited for the post 
of SE NIOR HOUSE OFFIC for the Orthopedic and Fracture 
Service, centring on Mount Gold Orthopedic and associated 
hospitals. Unfurnished house available. Position recognised 
by the Royal College of Surgeons. Vacancy immediately. 
Applications, stating age, qualifications with dates, 
and with copies of 2 recent testimonials, to be forwarded to the 
Secretary, Mount Gold Hospital, Plymouth, within 14 days of 
this advertisement appearing. 


PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL, RESIDENT DENTAL HOUSE SURGEON, vacant 
immediately. Recognised for the Fellowship 

Applications, stating age, nationality, “qualifications, and 
experience, with the names of 3 referees, to be sent to— 

ARTHUR R. Casu, Group Secretary, Plymouth, 
South Devon and East Cornwall General Hospital Group. 
7, Nelson-gardens, Stoke, Plymouth, 


PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the appointment of 
HOUSE OFFICER in the Traumatic and Orthopedic Depart- 
ment (105 Beds). Duties mainly at the Royal Portsmouth 
Hospital. Vacant now. 

Applications, stating age, experience and qualifications, 
together with the names of 2 referees, should be forwarded as 
soon as possible to E. H. Hurst, 35, Grove-road South, Southsea . 
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READING AREA HOSPITALS. Applications are invited 
for post of SENIOR HOUSE OFFICER or JUNIOR HOUSE 
OFFICER (pathology). vious experience in pathology 
desirable but not essential. Salary £745 or £525 p.a. respectively, 
less £125 board-residence. 

Apply, stating age, qualifications with dates, sotenaitty, 
present post, together with copies of , recent testimonials, to 
Group Secretary, 3, Craven road, Reading. 


REDHILL. EAST SURREY HOSPITAL, Shrewsbury- 
road, REDHILL, SURREY. SENIOR HOUSE OFFICER (surgical ) 
required at above Hospital. 
Apply to the Hospital] Secretary. 
REDHILL GROUP HOSPITAL MANAGEMENT COM- 
MITTER. Pre-registration HOUSE SURGEONS. 2 posts vacant 
during October, at Redhill County Hospital (recognised for 
F.R.C.S.) and East Surrey Hospital, Redhill, respectively. 
Apply to Group Secretary, Earlswood Mount, Pendleton-road, 


Reahil Surrey. 
ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds.) SENIOR HOUSE OFFICER required in the Depart- 
ment of Ophthalmology from 22nd September, 1954. 

Applications should be addressed immediately to the Group 
Secretary, Romford Group Hospital Management Committec, 
Oldchurch Hospital, Romford. 

ROMFORD. RUSH GREEN HOSPITAL. (301 Beds.) 
RESIDENT SENIOR HOUSE SURGEON required from 
lst October, 1954. Recognised for F.R.C.S 

Applications should be forwarded immediately to Medical 
Superintendent, stating also names of 2 referees. ome? 
ROMFORD, ESSEX. VICTORIA HOSPITAL. (99 Beds.) 
RESIDENT HOUSE SURGEON (Male) required, vacant 
middle September, 1954. (Post not approved for pre-registration 
purposes. ) 

Applications should be forwarded to the Group Secretary, 

Romford Group Hospital Management Committee, Oldchurch 
Hospital, Romford. 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the post of Temporary 
Supernumerary SENIOR REGISTRAR in Anesthetics at the 
Royal Hospital for Sick Children, Edinburgh. The appointment 
is for 1 year. The post is superannuable and the conditions of 
service are in accordance with the regulations. 

Applications, giving particulars of age, previous experience, 
and qualifications, together with the names of 3 referees, should 
be submitted to the Secretary, South-Eastern Regional Hospital 
TY ig 11, Drumsheugh-gardens, Edinburgh, 3, by 16th October, 

ot, 


SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
SENIOR REGISTRAR in Radiotherapy, based on the Radio- 


therapy Department at the Royal Infirmary of Edinburgh. 
The greater part of the radiotherapy facilities in this Infirmary 
will be transferred to a new Institute nearing completion in the 
Western General Hospital, Edinburgh, and the person appointed 
must at that time be prepared to undertake his major duties in 
this new Institute. The ~ RE is subject to the terms and 
conditions of the National Health Service. 

Applications, giving particulars of age, qualifications, and 
previous experience, together with the names of 3 referees, 
should be submitted to the Secretary, South-Eastern Regional 
Hospital Board, 11, Drumsheugh-gardens, Edinburgh, 3, by 
16th October, 1954. 


SIDCUP, KENT. QUEEN MARY’S HOSPITAL. 


AND SWANLEY HOSPITAL MANAGEMENT COMMITTEE. Arr 
are invited for the post of SENIOR HOUSE OFFICER (ortho- 
peedics). Salary £745 p.a. The post, which will be vacant from 
Ist October, 1954, offers good facilities for experience in this 
specialty and is recognised for the examinations of the Royal 
College of Surgeons. The Hospital is situated in pleasant sur- 
roundings and is within half an hour’s travelling time of London. 
K _— to the Secretary, Queen Mary’s Hospital, Sidcup, 

en 
SHEFFIELD. _THE UNITED SHEFFIELD HOSPITALS. 
Applications invited for the followin 

(a) NON-RESIDENT. SENIOR REGISTRAR. in Ophthal- 
molosy. Duties at the Royal 

Closing date pie ations 22nd September, 

(b) RESIDENT sk NIOR HOUSE OFFICER 

at the Royal Hos apital Unit. Post vacant. 


Sidcup 
lications 


e¢) RESIDENT SENIOR HOUSE OFFICER in Ciateal 
Pa hology at the Royal Hospital Unit. Post vacant 14th 
October, Pathological experience not essential but candidetes 


must have previous clinical experience. The successful candidate 
will be responsible for emergency pathological and blood-trans- 
fusion work at the Hospital and will work in turn in the different 
branches of clinical pathology in the laboratories of The United 
Hospita! 

(d) NON- RESIDENT SENIOR HOUSE 
Ophthalmology at the Royal Hospital Unit. 
ist October. 

Applications should state age, experience and 
give the names of 3 referees and be sent immediately to :— 

For post (a) The Chief Administrative Officer, The United 
Sheffield Hospitals, West-street, Sheffield, 


For posts (6, c, and d) The Superintendent, Royal Hospital, 
Sheffield, 1. 


SHEFFIELD. CITY GENERAL HOSPITAL. 
Recognised training hospital for the F.R.C.S.) SHEFFIELD 
REGIONAL HOSPITAL BOARD. Whole-time NON-RESIDENT 
REGISTRAR (orthopedics) required. Appointment for 1 
year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, 
Old Fulwood-road, Shetfield, by 27th September, 1954, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
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OFFICER in 
Post vacant 


(642 Beds. 


| 


“STORNOWAY. LEWIS HOSPITAL. 


SHEFFIELD. CITY GENERAL HOSPITAL. Peateatione 
are invited for the eS of SENIOR HOUSE OFFICER 
(non- the Regional Cardiovascular Unit, 
Ist October, 1 

Applications, a full details of age, qualifications, present 
and previous appointments, &c., and the names of 2 persons for 
reference, should be forwarded to the Group Secretary, Nether 
Edge Hospital, Sheffield, 11, not later than 25th September, 1954. 


“SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 


time RESIDENT or NON-RESIDENT REGISTRAR (anes- 
theties) required at the City General Hospital, Sheffield. This 
is a large general hospital with a Department of Thoracic 
Surgery, a Regional Cardiological Centre and a Professorial 
Gynecological Unit. Appts for 1 year in first instance. 

Apply to Secretary, Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 27th September, giving age, nation- 
ality, qualifications, present and previous appointments with 
SHREWSBURY. ROYAL SALOP INFIRMARY/COP- 
THORNE HOSPITAL. (500 Beds.) Senior House Officer to work as 
CLINICAL PATHOLOGIST to Group Laboratory. Appoint- 
ment tenable for 1 year, resident or non-resident, now vacant. 
(A Unit of the Public Health Laboratory service is housed in 
the same building.) 

Applications to Group Secretary, Royal Salop Infirmary, 
Shrewsbury, naming 3 referees. 


SHREWSBURY. ROYAL SALOP INFIRMARY AND 
COPTHORNE HOSPITAL. (500. Beds.) RESIDENT 
THETIST (Senior House Officer). Post recognised for 


F.F.A.R.C.S. Vacant 22nd October, 1954. 
Applications and copy testimonials to Group Secretary, Royal 
Salop Infirmary, Shrewsbury. 
SEVENOAKS HOSPITAL, Sevenoaks, Kent. Applica- 
tions invited from fully registered prac titioners for post of 
SECOND RESIDENT MEDICAL OFFICER (House Physician). 
Lady preferred. Busy general hospital, 81 Beds, in pleasant 
country town. easily accessible London and coast. 
Apply to Hospital Secretary. Me 
SOUTHAMPTON EYE HOSPITAL. (32 Beds. Recog- 
nised for the D.O.M.S.) RESIDENT SENIOR HOUSE 
OFFICER reqvired from mid-September, 1 1954. Salary £745 p.a. 
Applications, with copies of testimonials, should be "corwerded 
as soon as possible to the Secretary, Southampton Group 
Hospital Management Committee, Bul ar- -street, Southampton. 


Temporary 


SOUTHEND GENERAL HOSPITAL. 
CASWALTY OFFICER required (Registrar grade) on a month- 
to-month basis, to commence 5th November, 1954. Duties 
chiefly in ¢ ‘asualty Department, which is under the supervision 
of Consultant in orthopedic surgery. Opportunities for work 
in fracture clinics in association with work of Orthopedic 
Department. Post recognised for F.R.C.S. if held for 6 months. 

Applications, stating age, qualifications and experience, to be 
sent to the undersigned by 6th Oc hoher, ty 54. 
. FIELD, Secretary. 
“Lewis and Harris 
Applications | are invited 
post of RESIDENT HOUSE PHYSICT t the above 
Hospital which falls vacant on Ist Novembe ~ Nose Salary 
£475-£575 p.a., according to previous experience. Preference 
will be given ‘to, an with previous hospital service. 
The post, which is recognised House Officer one, will be for 
a period of 6 months i in the first instance. 

Applications, together with copies of recent testimonials, 
should be sent ‘immediately t o-— 

AN MACLEOD, Secretary and Finance Officer. 

Lewis Hospital, Stornoway. 
STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
STOKE-ON-TRENT HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
OFFICER (general surgery ) required, vacant mid-Octover, 
Hospital recognised for F.R.C.S. examination, and the oy is 
recognised for experience during the pre-registration period 

Apply with — testimonials, stating age, nationality and 

‘ous service to the Group Secretary, Hospital 


HOSPITALS BOARD OF MANAGEMENT. 
for the 


full details of prev 
Management Committee, Princes-road, Stoke-on-Trent. 
STOKE-ON-TRENT HOSPITAL MANAGEMENT COoMm- 
Applications invited for RESIDENT ASSISTANT 
CLINICAL ATHOLOGIST to the Stoke-on-Trent Group of 
hospitals, vacant 5th October, 1954. Single accommodation 
available at the North Staffs Royal Infirmary. The post is of 
Junior Hospital Medical Officer status, but applications from 
practitioners with less than the required 2 years qualification 
veriod will be considered, in the grade of Senior House Officer. 
The post offers exceptional experience in hospital laboratory 
work and the laboratory is recognised for the Diploma in Clinical 
Pathology and also for the Diploma in Pathology 
Applications, stating of nationality and tall details of 
previous appointments held, together with copies of 3 recent 
testimonials, to the Group Secretary, Hospital Management 
Committee, *Princes- road, Stoke-on-Trent, as soon as possible. 


STOKE-ON-TRENT. NORTH STAFFORDSHIRE 


ROYAL INFIRMARY. STOKE-ON-TRENT HOSPITAL MANAGEMENT 
COMMITTEE. Applications invited for SENIOR, 


OFFICER (orthopedics), Post recognised for F.R.C 
Apply, stating age and nationality, together with details of 
revious service, to the Group Secretary, Stoke-on-Trent 
ospital Management Committee, Princes-road, Stoke-on- 
Trent. 
STOKE-ON-TRENT. 
ROYAL INFIRMARY. 


NORTH STAFFORDSHIRE 
STOKE-ON-TRENT HOSPITAL MANAGEMENT 
COMMITTEE, HOUSE OFFICER surgery) required. 
Hospital recognised for F.R.C.S. examination, and _ post 
recognised for experience during the pre-registration period. 
Apply, with « 0py testimonials, stating age, nationality and 
full details of previous service, to the Group Secretary, Hospital 
Management Committee, Princes-road, Stoke-on-Trent. 
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STAFFORD HOSPITAL MANAGEMENT COMMITTEE. 
SENIOR HOUSE OFFICER (anesthetics), Male or Female. 
Recognised for D.A. Duties mainly at General Infirmary, 
of the G (175 Beds), which is the main and acute general hospital 
e Troup. 

with copies of 3 testimonials, to ord 
ry, ‘ord Hospital Management mumittee, 
STIRLING AND CLACKMANNAN HOSPITALS BOARD 
OF MANAGEMENT. There will shortly be a vacancy for a SENIOR 
HOUSE OFFICER (obstetrics and gynscology ) based on Stirling 
Royal Infirmary. Post is recognised for M.R.C.O.G. training. 

Applications, with relevant details and names of 2 referees, 
to Secretary of Board, 1, Randolph-road, Stirling. 

ST. ALBANS (near), HERTFORDSHIRE. NAPSBURY 
MENTAL HOSPITAL. Applications are invited for the post of 
SENIOR HOUSE OFFICER, appointment to commence 
immediately. erience as House Physician or House 
Surgeon essential. percninete experience desirable 
but not essential. et ag clinical case conferences. Good 
—— library and other training facilities. Salary £745 p.a 
Residential accommodation is available if required, for which 
a charge will be made. No married quarters. 

Applications, with references or testimonials, sent 

not later than 28th September, 1954, to the Medical 8 Saper- 
intendent (Te). Bowmansgreen 2181). 
ST. ALBANS CITY HOSPITAL, St. Albans, Hertford- 
SHIRE. (382 Beds.) HOUSE PHY SICIAN (House Officer grade) 
required at the above Hospital. Post vacant approximately 
29th October, 1954, and tenable for 6 months. Duties mainly in 
the Peediatric Department. Preference given to candidates 
seeking pre-registration posts under the Medical Act, 1950. 

Applications to Group Secretary, Mid Herts Group Hospital 
Monsen ment Committee, Bleak House, Catherine-street, St. 

SALISBURY GENERAL HOSPITAL. Salisbury Group 
HOSPITAL MANAGEMENT COMMITTEE. HOUSE SURGEON to 
the Orthopeedic Department. This appointment, which is for 
6 months, becomes vacant shortly. 

Applications, stating age, waeatity and naming 2 referees, 
should be submitted to the Group Secretary, Odstock Hospital, 
Salisbury. 

TREDEGAR, MONMOUTHSHIRE. ST. JAMES HOS- 
PITAL. (162 "Beds for acute wedical, geriatric, obstetrics— 
24 miles from Cardiff and 6 Vale of Usk.) RHYMNEY AND 
SIRHOWY VALLEYS HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
PHYSICIAN (pre-registration if suitable candidate available). 
Busy pathology with group blood bank. Salary £425-£525, 

according to experience, less appropriate deduction for married 
quarters sit required ). 

Apply with Bs particulars to Group Secretary, Hospital 


— ment Committee, St. Martins-road, Caerphilly, near 
‘ar 


TYNEMOUTH JUBILEE INFIRMARY, 
Hawkey’s-lane Resident appointment of 
78. HOUSE “SURGEON tenable for 1 year at salary of 


Applications to Group Secretary, Preston Hospital, North 
Shields, Northumberland. 
WARRINGTON INFIRMARY. ore invited 
from qualified practitioners for the vacanc ESIDENT 
ANAESTHETIST (Senior House Officer grade), M Male or Female, 
at the Warrington Infirmary. The Infirmary is recognised for the 


A. examination. Scale of salary £745 p.a., less £130 p.a. for 
residential emoluments. 


Applications to— 


H. L. Boor, Grow Secretary, 
Warrington and District tC itt 
| HospitaJ, Warrington, 
WARWICK HOSPIT TAL. (264 Beds.) Resident Ortho- 
PA.DIC HOUSE OFFICER (Male or Female) required. Post 
yorent now. Well-equipped Orthopedic and Fracture Unit of 
eds. 


Applications, with 2 recent testimonials, to the Medical 
Superintendent, Warwick Hospital. 

WATFORD HOSPITALS, North West Metropolitan 
REGIONAL HOSPITAL BOARD. ANASSTHETIC REGISTRAR 
—, required for the above Hospitals. Post vacant 
mmediately. 

Application forms obtainable from, and returnable to, Secretary, 
West Herts Group Hospital Management Committee, 9, Rick* 
mansworth-road, Watford, Herts, by not later than 10 days 
after the appearance of this advertisement. 

WELSH REGIONAL HOSPITAL BOARD. 

REGISTRAR (obstetrics and gynecology) based at the 
Royal Gwent Hospital, Newport, wiz. (260 Beds), an attend 
neighbouring hospitals. Accommodation for a lady doctor or 
single man available at County Hospital, Griffithstown 

REGISTRAR fours medicine), Merthyr General Hospital. 
(Resident/non-resident. 

REGISTRAR (E.N.T. Surgery), Caernarvon and Anglesey 
General Hospital, Bangor. (Non-resident. ) 

Appointment of REGISTRAR in Psychiatry, Morgannwg 
Hospital, Bridgend. (Non-resident. ) 

Subject to review end of first year. 

Application forms from nior Administrative Medical 
Officer, Temple of Peace, ¢ Cathays Park, Cardiff, within 14 days. 
WINDSOR. KING EDWARD HOSPITAL. Casuaity 
OFFICER required, Senior House Officer grade, for post vacant 
15th October. Department forms part of Accident Service of 
Group ; duties include House Surgeon to E.N.T. and Eye 
Departments. Previous experience in treatment of acute injuries 

esirable 

Applications, stating age, nationality, experience, and 
a with dates, with copies of recent testimonials, to 

ospital Secretary. 


WEST FIFE HOSPITALS BOARD OF MANAGEMENT. 
Applications are invited from suitably qualified medical practi- 
tioners, for the post of REGISTRAR at Glenlomond Hospital, 
by Kinross (140 Beds—Respiratory and non-respiratory 
teberc ulosis). The post is superannuable under the National 
Health Service superannuation regulations. Salary and con- 
ditions of service in accordance with national agreements. 
Applications, giving full details of previous experience, should 
be lodged with the Physician-Superintendent, Glenlomond 
Hospital, by Kinross. 
WIGAN. ROYAL ALBERT EDWARD INFIRMARY. 
(200 Beds.) SENIOR HOUSE OFFICER (anesthetics), 
resident, for duties at the above and other hospitals in the 
Group. Post recognised for F.F.A.R.C.S. examinations. 
Facilities for experience in major thoracic and “orthopedic work. 
Applications to Secretary, Wigan and Leigh Hospital Manage- 
ment Committee, Knowsley House, Wigan. 


WIGAN. ROYAL ALBERT EDWARD INFIRMARY. 
(200 Beds.) JUNIOR HOSPITAL MEDICAL OFFICER in 
Anesthetics. Recognised for D.A. Resident or non-resident. 

Applications to Secretary, Wigan and Leigh Hospital Manage- 
ment Committee, Knowsley House, Wigan. 


YORKSHIRE. EAST RIDING HOSPITAL MANAGE- 
MENT COMMITTEE. 


oot oe General Hospital, Driffield, E. Yorks 

(a) HOUSE SURGEON (first, second, or third post), vacant 
now. Approved post. General surgical duties. 
Recognised for F.R.C.S 

Broadgate ‘aiaeiels Hospital, Beverley, E. Yorks 
(650 Beds) 
b) SENIOR HOUSE PHYSICIAN, vacant now 
F ) HOUSE PHYSICIAN (first, second, or third post), 
now. 
Northfield Sanatorium, Driffield, E. Yorks (78 Beds) 

(d) SENIOR HOUSE PHY SICI AN. Vacant end September. 
Offers experience all branches of tuberculosis within group, 
including surgery, M.M.R., and clinics. Time for study. Ex- 
patients weleome. 

Westwood Hos » Yorks (229 Beds) 
(e) ASSISTANT HOLOGIS (Senior House Officer 
e) required in FL Tieemeee, with attendance at Branch 
aboratory, Driffield. Offers experience all branches 

Salary for (a) and (c) is £425-£525, and for (b), (d), and (e) 

mg lly qualified practitioners may apply for pre-registration 


Poetailed applications to Group Secretary, Westwood Hospital, 
Beverley, Yorks. 
CHANNEL ISLANDS, JERSEY. GENERAL HOSPITAL. 
Apacs ations are invited for the post of RESIDENT SURGICAL 
FICER at the above Hospital. Previous experience is 
essential. The Hospital mx Bey Beds and is recognised as a 
training hospital for the C.S. The post is vacant now. 
The appointment is for 6 ‘nenkhe in the first instance, but is 
renewable for a further 6 months. Salary £850 p.a., less £125 
or emoluments. 
Applications to be submitted not later than 9th October, 1954, 
s the ona Public Health Committee, General Hospital, 
ersey, 
B.W.l. BARBADOS GENERAL HOSPITAL. 
cations are invited for appointment as HOUSE OFF 
(pre-registration appointment) at the above Hospital. Appoint: 
ment will be on agreement for 1 year. Candidates shoul 
at least 6 months before the date of their final examination an 
should confirm from their Licensing Bodies that the post is 
acceptable to them for pre- stration training for the purpose 
of the Medical Act, 1950. Salary $1680 (£350) a year. Income- 
tax at local rates, Quarters not | provided. Passage to Barbados, 
one single Sete not to exceed 3523.20 (£108). 2 weeks vacation 
at end ef each 6 monthly period. 
Applisstious should be made to Director of Medical sasdiacom 
Barbados, quoting reference 1740/1939. 


NEW YORK. ALBANY HOSPITAL, Albany, New Y. 
u.s.4. INTERNSHIPS and RESIDENCIES available 700. 
Bed general, private Albany Hospital, directly connected with 
Albany Medical College. Apgeaves for all major specialties, 
Participating in exchange-visitor programme. Salary range 
$1320-$2220 annually in addition to laundry, uniforms and 
room. All appointments begin Ist July, 1955. 
__ For further information apply to Medical Director. 
NEW YORK. ALBANY HOSPITAL, Albany, New York, 
U.S.A. PSYCHIATRY RESIDENCIES available in 700-Bed, 
university-teaching, general hospital, with 60-Bed acute ae 
ment Psychiatric Unit fully approved for 3 years ee 
children and adults, k therapies and neurologic Rees 
Selasy range $1620-34000 annually plus laundry, uniforms and 


daress inquiries to Medical Director. 
NEW YORK. ALBANY HOSPITAL, Aibany, New York, 
U.s.A4.. NEUROLOGY RESIDENCIES available in 700-Bed, 
university-teaching, general hospital Salary range $1620- 
$2220 annually, ; plus laundry, uniforms and room. 

Address inqui to Medical Director. _ 


NEW YORK. NEW ROCHELLE ‘HOSPITAL, N New 
ROCHELLE, NEW YORK, U.8.A. (360-Bed general community 
hospital.) Approved by the Joint Commission on Accreditation 

of Hospitals. Also approved by the American College of Surgeons 
and American Medical Association for interneship and residency 
welning. Only gre graduates from approved university schools accep- 
ted 2 IN NSHIPS available for the term pee ng 
Ist January, joan, Stipend is $200 per month, plus complete 
maintenance. Passage back to England paid by ospital after 


| completion of 12-month interneship. 


Apply Superintendent. 
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CANADA. THE UNIVERSITY HOSPITAL, Saskatoon, 
SASKATCHEWAN. RESIDENT STAFF required. This newly 
constructed Hospital is opening on ist January, 1955, when 
the first 100 Beds will be available. Thereafter. further groups 
of beds will be opened until the full 550 Beds are in operation. 
The services will cover all departments of medical practice ; 
namely, medicine, surgery, obstetrics, gynecology, pathology, 
psychiatry, and rehabilitation medicine. Included in the depart- 
ments will be pediatrics, neurology, neurosurgery, orthopedics, 
Fran otolaryngology, ophthalmology, radiology, and radio- 

erapy. 
Full resident staff will be required as from Ist July, 1955, 
but it is hoped that some of those who wish to be considered for 
Senior Internships and Assistant Residencies would be willing 
to commence duties as from Ist January, 1955, with the object 
of helping to organise the new departments. The first year will 
be a rotating internship with active responsibilities in patient 
care. Thereafter, it is the intention of the clinica] staff of the 
Hospital to provide a complete residcucy training programme 
in the major specialties. For those who wish to pursue a general 
practice, a 2-year training programme will be provided. 

Salary (including full maintenance) :— 

{i} Junior Interne, $75 per month. 

2) Senior Interne (second year), $150 per month. 

(3) Assistant Residents, $175-¢ 225 per month. Scale accord- 

ing to experience. 
(4) Residents, $300-$350 per month. Scale according to 
experience. 

Applications should be submitted to the Medical Director, 
University Hospital, Saskatoon, Saskatchewan, as soon as 
possible. Applicants should include a curriculum vite. 


MICHIGAN, U.S.A. OAKWOOD HOSPITAL, Dearborn; 

MICHIGAN. Applications are invited for 1 or 2-year Genera 

Practice RESIDENCY in new 230-Bed general hospital 10 miles 
m Detroit. Excellent facilities. Hospital approved for 

exchange-visitor programme. Salary begins at $275 per month. 
Apply : Director. 


Public Appointments 


DUBLIN. LOCAL APPOINTMENTS COMMISSION. 
Medical position vacant. ASSISTANT MEDICAL OFFICER, 
Western Health Institutions Board. Salary £1000—€30-—£1210 
plus temporary bonus of £75. 3 years experience in modern 
—— of diagnosis and treatment of pulmonary tuberculosis 
essential. 

Application forms and particulars from the Secretary, 45, 
Upper O’Connell-street, Dublin. Latest time for receiving 
completed application forms 5 P.M. on 28th September, 1954. 


LANCASHIRE COUNTY COUNCIL. Registered medical 
practitioners required for appointment of ASSISTANT 
DIVISIONAL MEDICAL OFFICERS in areas adjacent to 
Bolton and Oldham. Possession of D.P.H. desirable. Salary 
£950-£1300 p.a. Travelling and subsistence allowances where 
applicable. Posts superannuable and subject to a medical 
examination. 

Application forms and _ further 


particulars from County 
Med cal Officer of Health, East Cliff 


5 unty Offices, Preston. 


SHEFFIELD. CITY OF SHEFFIELD. Public Heaith 
DEPARTMENT. Applications are invited for the appointment of 
DEPUTY MEDICAL OFFICER OF HEALTH at a salary of 
£1600, rising by annual increments of £100 to a maximum of 
£1900. Applicants must be registered medical practitioners, 
holding the Diploma in Public Health, with experience in the 
administration of the Public Health Services. The appointment 
is superannuable, and the person appointed will be required to 
pass a medical examination and to devote the whole of his time 
to the service of the Council. 

Applications (which must be made on a form to be obtained 
from me) containing the names of 3 persons to whom reference 
may be made, must be received by me, not later than 4th 
October, 1954, endorsed ‘‘ Deputy Medical Officer of Health.” 
Canvassing, whether direct or indirect, is prohibited and will 
be a disqualification. 

Further information can be obtained from Dr. Llywelyn 
Roberts, Medical Officer of Health, P.O. Box 78, Town Hall 
Chambers, Sheffield, 1. 

Town Hall, Sheffield, 1. JoHN Heys, Town Clerk. 


SWANSEA. COUNTY BOROUGH OF SWANSEA. 
Applications are invited from duly qualified medical practi- 
tioners for the post of ASSISTANT MEDICAL OFFICER 
(Female). Applicants must have had postgraduate resident 
hospital experience and should be under 45 years of age unless 
already holding a similar superannuable appointment. Salary 
p.a. 

Application forms may be obtained from the Medical Officer 
of Health, Public Health Department, The Guildhall, Swansea, 
to whom they should be returned not later than Saturday, 
9th October, 1954. Canvassing, either directly or indirectly, 
is a disqualification. T. B. BowEN, Town Clerk. 

The Guildhall, Swansea, 11th September, 1954. 


U.8S.A.F. CENTRAL REFERENCE LABORATORY. Appli- 
cations are invited for an appointment of Whole-time ASSIS- 
TANT PATHOLOGIST to the above Laboratory, located in 
London. Candidates must have had general experience in 
pathology and considerable experience in surgical pathology. 
Salary within the scale of £1200—€1500, depending upon experi- 
ence and qualifications. The appointment will be in accordance 
with the terms and conditions of the British Air Ministry. 

Apply, stating qualifications and experience, together with 
the{names and addresses of 3 referees, to the Commander, 
Detachment 2, 494th U.S.A.F. Hospital, 32, Grosvenor-square, 
London, W.1. 


Hospital Services : Non-Medical Appointments 


ST. ALBANS, HERTFORDSHIRE. HILL END HOS- 
PITAL. BIOCHEMIST (non-medical), University Graduate, 
required for duties in the Pathological Department at the above 
Hospital. The successful candidate should have had at least 
2 years experience in a hospital laboratory, but consideration 
will be given to recently qualified candidates. Duties consist of 
routine and more advanced biochemical techniques and research 
experience will be an advantage. Salary and conditions of 
service according to Whitley Council scale. 

Applications, giving age, qualifications and experience, 
together with the names of 2 referees, to the Consultant 
Pathologist, Hill End Hospital, St. Albans. 


Appointments : Too Late for Classification 


ALTON, HAMPSHIRE. HENRY GAUVAIN HOSPITAL. 
(117 Beds—General surgical.) LORD MAYOR TRELOAR GROUP 
HOSPITAL MANAGEMENT COMMITTER. Locum SENIOR HOUSE 
OFFICER wanted for month of October for above Hospital. 
} hourly electric train service to and from London. 

Apply Surgicat Superintendent, Henry Gauvain Hospital, 
Alton, Hants (Telephone : Alton 3333). 
BURTON-ON-TRENT GENERAL INFIRMARY. (251 
Beds.) RESIDENT HOUSE SURGEON required for General 
Surgical Unit. Designated for Pre-registration Service. The 
Hospital is recognised for the F.R.C.S. 

Applications, with full details, naming 2 referees, should be 


sent to the Secretary. 
Miscellaneous 


Medical Officer required for Middle East by large oil 
company ; preference for those with overseas experience and 
some knowledge of tropical work. age about 35 and preferably 
single. Emoluments total over £1800 p.a.; paid home leave 
after 2 years; pension fund.—Write, quoting No. 379 to 
Box No. 7956, c/o CHARLES BARKER & Sons LTD., 31, Budge- 
Medical Officer required by Falkland Islands Dependencies 
Survey for tour of 18 or 30 months service in Antarctic Bases and 
R.R.S. ‘ John Biscoe ” leaving U.K. October, 1954. Salary 
£625 a year. Free passages, quarters, messing and canteen 
stores. Liberal leave on full salary. Candidates must possess 
qualifications registrable in the United Kingdom.—Write to 
the Crown Agents, 4, Millbank, London, 8.W.1. State age, 
name in me x letters, full qualifications and experience and 
NMiorning Surgeries, or other part-time work, required in 
Sheffield area by woman doctor, own car.—Telephone : Sheffield 
75150, 

Hematological technician, M.A., B.Sc., A.1.M.L.T. (lady, 
late 40’s), now full-time hospital, would prefer give part-time 
all-round assistance doctor or group ; reception, typing, filing ; 
blood examinations, &c. (own oil-immersion microscope) ; nOn- 
resident, Haslemere-Guildford area.—-STEPHEN, 14, Lansdowne- 
road, Wimbledon (Tel. WIMbledon 6114), 0 
South Australia. General Practicefor sale. Sheep grazing 
country and small railway town 140 miles north of Adelaide. 
Gross receipts £43241. Goodwill £42500. House and surgery 
£A1800. 12-bed hospital with theatre and X-ray equipment. 
Opportunity for man interested in surgery. Terms considered. 
Sale required by December, 1954.—Reply air mail, Dr. PuGn, 
Terowie. 
London Hospital nurse, 23, requires post doctor’s recep- 
tionist ; central London.—THORNLEY, The London Hospital, E.1. 
Young Solicitor requires consulting-room, share reception 
and waiting-room, preferably West End (WELbeck 6067). _ 
Ho Suitable for Doctor wishing to take 


House for sale. 
advantage of the undoubted potentialities of the district. 
Cambridge House, Cambridge-road, Bromley, Kent. Attractive 
residence. Imposing corner site. Complete new decor through- 
out. 5 bedrooms, 2 reception, 3 entrances. Immediate posses- 
sion. £4500 freehold.—Apply : JOHN CONNELL, South Station- 
approach, Bromley, Kent (Ravensbourne 7433/8431). 

within about 60 miles of London. 


ry -hoide 
ors 


ToD 
Happy family life and sympathetic understanding needed for 
indefinite period for orphan boy aged 4 with partial cesophageal 
stricture presenting feeding problems.— Apply. suggesting fee, to : 
General Secretary, INVALID CHILDREN’S AID ASSOCIATION, 4, 
Private coaching anatomy.—Jackson, 172, Goidhurst- 
Large earthworms and meal worms available all the year 
round. 10s. and 20s. tins carriage paid, c.w.o.—TRING ANGLING 
SupPPLIEs, Medica] Department, Tring, Herts. 
Hypnotism. Will all Doctors interested in this subject 
for Medical purposes please write to the Secretary, British 
Society of Medical Hypnotists, 48, Wick Hall, Hove, 2, Sussex. 


service. 
Biochemistry. 
LABORATORIES, 26, 
Applicants for posts requiring testimonials copied or 
duplicated should communicate with MANTON SECRETARIAL 
SERVICE, LTp., 98, Victoria-street, S.W.1 (Phone: VICtoria 
0141). who are specialists in this kind of work. 

Microscopes. Highest prices paid for good modern types. 
Send or bring your equipment for valuation.— WALLACE HEATON 
Lrp., 127, New Bond-street, W.1. 


Park-crescent, Portland-place, W.1 
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Highest peak concentrations and sustained 


therapeutic effect with ‘ESKACILLIN’ 
the palatable liquid oral penicillin 


Some authorities stress the value of high, if intermittent, peak penicillin serum concentra- 
tions ; others favour lower, but sustained, plateau levels. 

With ‘ Eskacillin’ the advantages of both patterns are available. A very high peak 
concentration is achieved within about one hour of the first dose, succeeded by a more than 
adequate therapeutic level sustained for several hours. 


“ESKACILLIN’ 50 ‘ESKACILLIN 200 
‘ESKACILLIN’ 100 ‘ESKACILLIN’ 100 SULPHA 


For cost to N.H.S., please see M. & J. list of costs dated April 1954 
MENLEY & JAMES, LIM:TED, COLDHARBOUR LANE, LONDON, S.E.5 


BCP34 for Smith Kline & French International Co., owner of the trade mark ‘ Eskacillin’ 
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Paradione 
(Paramethadione, Abbott) 
ogue to TRIDIONE. An 
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For treatment of the petit mal 


alternate 


therapy: 


Have you used these Gemonil ..., 


(Metharbital, Abbott) 


modern anticonvulsants ? 


A new drug of low toxicity for , 
mal, petit mal, myoclonic and mixed 
Seizures. Effective in conditions gy ; 


If you have, you know that each— tomatic of organic brain d 


used wisely, carefully—adds inestimably 
to the scope and progress of treatment 
of various epileptic disorders. If 

these drugs are not yet familiar to 
you, we ask that you remember them. 
Each has signalled a dramatic advance 
in the field of antiepileptic 

medicine . . . each has specific uses, 
advantages. With them, you will be 
better able to fit your treatment to 
the seizure . . . individualize your 
anticonvulsant therapy. Write today 

for literature on any or all of these 


Phenurone 
(Phenylacetylurea) 

A potent anticonvulsant for paycho- 

motor epilepsy, grand mal, petit 

mixed seizures. Often note 

all other forms of therapy have ee 


important anticonvulsants. 


a 
ABBOTT LABORATORIES LTD -PERIVALE - GREENFORD: MIDDLESEX 
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